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Introduction: Being pregnant and becoming a parent is a crucial time when lifestyle 
behaviours may change and weight gain and retention may occur. This point in the life cycle 
presents a critical opportunity to advise and support South Asian women, who have a high 
risk of type 2 diabetes mellitus at lower BMIs, in order to reduce health inequalities, prevent 
ill health and improve health outcomes in this group. However, interventions necessitate an 
understanding of the factors affecting weight during this time, yet, to date, there is a lack of 
evidence in this field.  
 
Aims: The retrospective exploration of South Asian women’s views and experiences of 
weight, diet and physical activity changes before, during and after pregnancy and the possible 
implications of these changes for healthcare services and interventions. 
 
Design: Ten South Asian women with a child between 7-24 months of age, living in Bolton, 
Greater Manchester, participated in a semi-structured, one-to-one interview. The interviews 
developed a detailed insight into weight, diet and physical activity changes before, during and 
after pregnancy and the factors impacting on these. Transcripts were analysed using 
phenomenological approaches. Respondent validation was used to confirm the findings.    
 
Setting: Interviews primarily took place in participants’ homes, although health, community 
and children’s centres were also utilised.   
 
Results: The findings helped to develop an understanding of the factors influencing weight, 
diet and physical activity changes before, during and after pregnancy in a group of South 
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Asian women. The findings suggested that views and experiences, and hence motivators and 
barriers, of change are not static across pregnancy and the post-partum period. Prior to 
conception, women felt in control of their weight and therefore following a healthy lifestyle 
was of little importance. During pregnancy, healthy behaviours were difficult to make and 
sustain and weight gain was perceived to be uncontrollable. The post-partum period was an 
important time to make positive behaviour changes but women also faced significant barriers 
to change during this time, particularly when breastfeeding, and South Asian women 
appeared to face additional cultural barriers. A lack of advice and support from healthcare 
professionals during and after pregnancy was also reported and consequently important 
opportunities to encourage positive behaviour change and overcome barriers to change in this 
group were missed.  
 
Conclusion: Maternity services which aim to advise and support South Asian women in the 
areas of weight, diet and physical activity before, during and after pregnancy must consider 
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CHAPTER ONE: INTRODUCTION 
1.1 Rationale 
Obesity rates in England have been increasing for many years, so much so that recent 
estimations rank England as one of the most obese nations in Europe (Department of Health, 
2011a). Projections have estimated that the numbers of people classified as overweight and 
obese will continue to rise (DoH, 2011a). As obesity is causally associated with a range of 
health conditions, such as type 2 diabetes mellitus (T2DM) and cardiovascular disease 
(CVD), which are projected to rise alongside obesity rates, this clearly has significant 
implications for individuals, families, the NHS and wider economy.  
Evidence suggests that weight gain (and health inequalities) increase at their fastest rate 
between an individual’s mid-twenties to mid-thirties, which is the principle time for women 
to become pregnant (Mulvihill & Quigley, 2003; Nazroo, 2003). Therefore, as the number of 
overweight and obese people increases, the number of overweight and obese pregnant women 
and women of childbearing age also rises. Carrying excess weight during pregnancy increases 
the risk of additional health problems for both the mother and child (Butland, Jebb, 
Kopelman, McPherson, Thomas, Mardell, et al., 2007). In addition, pregnancy and the post-
partum period are recognised as an important time when substantial weight gain and retention 
may occur (National Institute for Clinical Excellence, 2006a). The reasons for this are not 
entirely clear although changes in diet and physical activity have been proposed (Flynn, 
Goldberg, Prentice & Cole, 1999). Pregnancy/ becoming a parent has also been reported as a 
key time when women are open to thinking about or making positive behaviour changes and 
is therefore an important time to provide weight, diet and physical activity advice and 
interventions, although the evidence base for such interventions is lacking and provision of 
advice is inconsistent and variable (Food Standards Agency, 2005; NICE, 2008; Smith & 
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Lavender, 2011). Furthermore, it is unclear what specific barriers and motivators to change 
may be experienced during this time and if/how they vary before, during and after pregnancy 
(Cuco, Fernandez-Ballart, Sala, Viladrich, Iranzo, Vila, et al., 2006).  
Evidence suggests that the South Asian (SA) population are the fastest growing ethnic 
minority (EM) group in the UK, they are at increased risk of obesity-related co-morbidities, 
tend to have larger families, may face additional barriers to change and are less likely to 
access health care services than the general population (Karlsen & Nazroo, 2010; Szczepura, 
2011). Therefore, accessing SA women during and after pregnancy provides an ideal time to 
influence behaviour change and hence improve health outcomes in this group. However, in 
order to develop effective healthcare processes to support this group, research is required to 
inform these. To date, health research involving this group is limited, with the majority of 
studies using cross-sectional samples to investigate how individuals manage long-term health 
conditions. Studies often have a clinical focus and consequently the evidence regarding 
prevention is either lacking or of poor quality. Yet in the current financial climate this may be 
an important cost-effective strategy, particularly as obesity and its associated co-morbidities 
are largely preventable (Swanton, 2008). 
There is a clear gap in the literature with regards to SA women’s views and experiences of 
weight, diet and physical activity changes before, during and after pregnancy. In addition, 
there is a limited understanding of the motivators and barriers to these changes and the impact 
they may have on healthcare provision and interventions. In order to develop our 
understanding of the impact of pregnancy/ becoming a parent on weight, diet and physical 
activity changes in ethnic groups, develop culturally specific interventions and services and 
encourage the adoption of healthy behaviours in these groups, it is essential that we fill this 
gap in the evidence.  
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From the gaps in the evidence-base that have been identified in the literature, research 
questions have been raised. These are categorised into three sections below:  
1. Weight, diet and physical activity  
2. Behaviour change  
3. Healthcare interventions.  
 












The research questions identified from the literature formed the basis of the research aims and 
objectives for this study. It is hoped is that the findings will begin to reduce the gap in the 
evidence base and hence provide some answers to the question outlined in Box 1.1.  
Weight, diet and physical activity 
 How are weight, diet and physical activity affected by pregnancy/ becoming a parent  
 What views and beliefs do SA women have about their weight, diet and physical 
activity before, during and after pregnancy?  
 
Behaviour change 
 Do pregnant/ post-partum SA women value behaviour change? 
 What motivates change in this group? 
 What prevents change in this group? 
 Do the influences of change vary before, during and after pregnancy?  
 In what ways does culture and religion affect change during and after pregnancy? 
 
Healthcare interventions 
 How can healthcare professionals advise and support SA women to make diet and 
physical activity changes before, during and after pregnancy? 
 Does advice and support need to be adapted for pregnancy and the post-partum period? 
 How can health inequalities for SA women be overcome? 
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1.2 Research aims 
 To understand the views and experiences of SA women in relation to changes in 
weight, diet and physical activity before, during and after pregnancy 
 Elucidate the relevant barriers and motivators influencing weight, diet and physical 
activity changes before, during and after pregnancy 
 To make recommendations for interventions and healthcare services to improve 
dietary intake, uptake of physical activity and weight control in this group 
 
1.3 Primary objectives 
 To explore SA women’s views and experiences of weight, diet and physical activity 
changes before, during and after pregnancy, using a qualitative methodology 
 To compare views and experiences before, during and after pregnancy to understand 
the similarities and differences 
 To explore the main barriers and motivators to changes in weight, diet and physical 
activity before, during and after pregnancy, using a qualitative methodology.    
 To compare barriers and motivators to change before, during and after pregnancy to 
understand the similarities and difference 
 
1.4 Secondary objectives 








CHAPTER TWO: LITERATURE REVIEW  
2.1 Obesity 
2.1.1 Current picture of obesity 
Obesity is widely considered to be a ‘global epidemic’ due to the rapidly increasing 
prevalence rates that have been observed across the world since 1980’s and as yet have shown 
no sign of coming to a halt (DoH, 2003, p. 39). The Chief Medical Officer’s Annual Report 
2002 called obesity ‘the health time bomb’ (DoH, 2003, p. 37). Consequently, obesity is 
considered to be a significant public health problem as it represents one of the biggest threats 
to health and wellbeing in the UK.  
 Overweight and obesity in England currently affects 6 in 10 adults and projections have 
estimated that by 2050, almost nine in ten adults will be overweight or obese if current rates 
continue (Butland, et al., 2007). Obesity rates alone were recorded as 23% of the adult 
population, ranking England as one of the most obese nations in Europe (DoH, 2011a). As a 
result of the increasing prevalence rates, the cost associated with obesity has also been 
soaring. The Foresight report stated that the direct annual cost of obesity was approximately 
£4.2 billion and the indirect cost as much as £16 billion (Butland, et al., 2007). In addition, it 
was forecast that this figure could reach nearly £50 billion by 2050 if current rates continue 
(Butland, et al., 2007). Obesity clearly has significant implications for individuals, families, 
the NHS and the wider economy. 
 
2.1.2 Measuring obesity 
The most commonly used measure of obesity is the body mass index (BMI) (Box 2.1). 
However, BMI has been criticised for failing to take account of central adiposity/ body fat, 
which is considered to be a more accurate predictor of health risk, and therefore can be 
misleading. Consequently, NICE recommend using BMI alongside waist circumference (WC) 
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to assess health risk in those with a BMI of less than 35 kg/m² (NICE, 2006a). This is 
particularly important for SA who may have a high WC without necessarily having a high 
BMI (Leung & Stanner, 2011). Different BMI and WC cut-off points have been suggested for 
ethnic groups due to increased health risks at any given point compared to the general 
population. However, as there is a lack of ‘universal agreement’, NICE continues to 
recommend the same classifications for all ethnic groups (Box 2.1) (NICE, 2006a, p. 206; 
NICE, 2013). Although it is recommended that SA with a BMI greater than 23kg/m² should 
be supported to make lifestyle changes to prevent the development of T2DM (NICE, 2011; 
NICE, 2013).  
 
2.1.3 Health impacts of obesity 
Obesity is strongly associated with a variety of health conditions. Such health conditions  are 
well documented and include the metabolic syndrome, T2DM, dyslipidaemia, sleep apnoea, 
hypertension, osteoarthritis, CVD and some cancers (including postmenopausal breast and 
bowel cancers), among others (Swanton & Frost, 2007; NICE, 2006a). These conditions can 
have a significant impact on an individual’s wellbeing, healthy life expectancy and reliance 
on medication. According to the ‘Healthy Weight, Healthy Lives Toolkit’, obesity reduces 
life expectancy by an average of eleven years and may account for 9,000 premature deaths 
annually (Swanton, 2008). Therefore, managing obesity is essential if Public Health 

























Classifications of obesity (NICE, 2006a, p. 221) 
Classification BMI (kg/m2) Risk of co-morbidities 
Underweight < 18.5 Lowa 
Healthy weight 18.5– 24.9 Average 
Overweight (or pre-obese) 25–29.9 Increased 
Obesity, class I 30–34.9 Moderate 
Obesity, class II 35–39.9 Severe 
Obesity, class III ≥ 40- Very severe 
 
Classification using waist-to-hip ratio and WC (NICE, 2006a, p. 221) 
At increased risk Men Women 
Waist-to-hip ratio > 1.0 > 0.85 
Waist circumference (increased risk) ≥ 94 cm ≥ 80 cm 
Waist circumference (greatly increased risk) ≥ 102 cm ≥ 88 cm 
 
Combining body mass index (BMI) and waist measurement to classify the risks of type 2 
diabetes and cardiovascular disease (NICE, 2006a, p. 222) 
  Waist circumference (cm) 
Classification BMI (kg/m2) Men 94–102 > 102 
  Women 80–88 > 88 
Underweight < 18.5  – – 
Healthy weight 18.5–24.9  – Increased 
Overweight 25–29.9  Increased High 
Obesity > 30  High Very high 
 
Summary of the World Health Organisations’ suggested BMI categories for Asian 
populations (WHO expert consultation, 2004) 
Classification BMI (kg/m2) Risk of co-morbidities 
Underweight < 18.5 Low 
Healthy weight 18.5– 23.0 Acceptable 
Overweight (or pre-obese) 23.0–27.5 Increased 
Obesity, class I 27.5 High 
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Obesity and its associated conditions are generally higher among Asian Pakistanis, older 
people, women and the most deprived (Mulvihill & Quigley, 2003; Sproston & Mindell, 
2006; Marmot, Allen, Goldblatt, Boyce, McNeish, Grady, et al., 2010). With the exception of 
Pakistani women, SA have a lower risk ratio for obesity than the general population, however 
this is when using the same BMI cut-offs (Sproston & Mindell, 2006). When examining WC, 
the risk ratio is higher in all SA groups (Sproston & Mindell, 2006). 
 
2.1.3.1 Type 2 diabetes mellitus 
T2DM is the most common co-morbidity associated with obesity as approximately 90% of 
those diagnosed are classified as overweight or obese (Diabetes UK, 2012a). Evidence 
suggests T2DM is almost thirteen times more likely in an obese woman compared with a 
healthy weight woman (DoH, 2011a).  Therefore, diabetes rates increase almost 
proportionately with obesity. Hence, the prevalence of diabetes is expected to rise from 2.9 
million in 2012 to 5 million by 2025 (Diabetes UK, 2012a). The ‘State of the Nation’ report 
on diabetes also suggested that there are a significant number of people with undiagnosed 
T2DM (Diabetes UK, 2012b). In addition, some ethnic groups can be up to six times more 
likely to develop T2DM than the general population and it appears to present a decade earlier 
(Sproston & Mindell, 2006). Furthermore, Mellin-Olsen and Wandel (2005) reported that 
gestational diabetes mellitus (GDM) was more prevalent in SA migrant women compared to 
their non-migrant counterparts and the general population of the host country.  
 
2.1.4 Maternal obesity 
As a result of the increasing numbers of people who are overweight and obese, the number of 
overweight and obese pregnant women and women of childbearing age is also increasing 
(Heselhurst, Rankin, Wilkinson & Summerbell, 2009). In addition to standard health risks 
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associated with obesity, maternal obesity also increases the risk of health conditions which 
not only affect the health of the mother but also the child. These include: GDM, 
preeclampsia, induction of labour, caesarean sections and greater risk of miscarriage, still 
births and neonatal death (Lewis, 2007; NICE, 2006b). In addition, research suggests that a 
baby’s experiences in the womb can affect their future health by predisposing them to obesity 
and its associated conditions later in life (Butland, et al., 2007). A report conducted by the 
Confidentiality Enquiry into Maternal and Child Health (CEMACH) claimed that ‘the 
magnitude of this risk means that obesity represents one of the greatest and growing overall 
threats to the childbearing population of the UK’ (Lewis, 2007, p. 56). Consequently, NICE 
guidance for ‘Weight management before during and after pregnancy’ (2010) and ‘Maternal 
nutrition’ (2008) stress the importance of working with women before, during and after 
pregnancy to improve health outcomes. 
 
2.1.4.1 Gestational weight gain (GWG) 
In addition to pre-conception weight, there is clear evidence that GWG is associated with 
poorer health outcomes for the mother and child and has a significant positive relationship 
with postpartum weight retention (PPWR), which could ultimately affect future pregnancy 
outcomes (Devine, Bove & Olsen, 2000; Gunderson & Abrams, 2000; Yu, Teoh & Robinson, 
2006; Oken, Taveras, Popoola, Rich-Edwards, & Gillman, 2007). Clearly GWG and fat gain 
can vary significantly but the reasons for this are not entirely clear (Riley, 2011). Although, 
evidence suggests that GWG is directly associated with BMI (NICE, 2006a). The current 
recommendation for GWG for healthy weight women in the US is between 11.5-16kg, as this 
is thought to be associated with the best outcome for the mother and child (Institute of 
Medicine, 2009; NICE, 2010). This reduces to 7-11.5kg for overweight women and 5-9kg for 
obese women (IoM, 2009; NICE, 2010) (Box 2.2). At present there remains no official 
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guidance in the UK regarding adequate GWG for the general population or overweight and 
obese women. Furthermore, no evidence has been found to suggest if recommendations 
would vary for women from specific EM groups. However, studies have shown that EM 
groups may be at increased risk of GWG, although these studies were conducted with Black 
and Hispanic populations in the US (Headen, Davis, Mujahid & Abrams, 2012). It is unclear 
if this increased risk is due to genetic differences, culture or socio-economic factors. 









Evidence also suggests that approximately one quarter of the weight gained during gestation 
is deposited around the abdomen (centrally), which is associated with greater health risks 
(Flynn, et al., 1999). This suggests that the weight gained during pregnancy may be more 
harmful than weight gained during other periods of life. However, there is no evidence of or 
recommendations for measuring WC during and after pregnancy.  
 
 






Total Weight Gain 
Range (lbs) 
Rates of Weight Gain* 
2nd and 3rd Trimester  
(Mean Range in lbs/wk)
Underweight  <18.5 28–40 1  
(1–1.3) 
Normal weight  18.5-24.9 25–35 1 
(0.8–1) 
Overweight  25.0-29.9 15–25 0.6 
(0.5–0.7) 
Obese (includes  
all classes) 
≥30.0 11–20 0.5 
(0.4–0.6) 
 
From IoM (2009, p. 2)  
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2.1.4.2 Post-partum weight retention  
Research regarding average weight change during the post-partum period varies considerably, 
with some studies suggesting only 0.5kg are retained from pre-conception to 12 months post-
partum, while others suggest the figure can be as much as 20kg (Flynn, et al., 1999; 
Gunderson & Abrams, 2000; Oken, et al., 2007). It has also been reported that the proportion 
of women retaining 5 kg or more 6 to 12 months post-partum can range from 14% to 25% 
(Oken, et al., 2007). Furthermore, Williamson, et al., (1994) found that becoming a parent 
increased the risk of becoming overweight by 60-110% (cited in NICE 2006a). Overall, 
studies suggest that, for some women, pregnancy/ becoming a parent is a significant cause of 
weight gain and retention (NICE, 2006a). In addition, there is a perception that pregnancy 
inevitably leads to weight gain and retention as many women blame this period of their lives 
for their weight status (Linne, Dye, Barkeling & Rossner, 2004; Ludwig, Cox & Ellahi, 
2011). This is highlighted by Linne, et al. (2004) who found that weight retention 12 months 
post-partum was able to predict future weight retention 15 years later. Studies have reported 
that GWG has the strongest influence on PPWR within the 12 months following childbirth. 
Although Gunderson and Abrams (2000) concluded that diet and exercise behaviours may be 
more important in the longer-term. 
 
2.1.4.3 Lifestyle behaviours before, during and after pregnancy  
Interventions to improve women’s weight, diet and physical activity before, during and after 
pregnancy necessitate an understanding of the specific attitudes, beliefs and behaviours 
experienced during this time and the main influences on these (Flynn, et al., 1999; Cuco, et 
al., 2006; NICE, 2010). It is also important to consider that these may vary from pre-
conception to post-partum. Longitudinal studies have shown that some lifestyle behaviours 
and attitudes towards these are maintained from pre-conception, throughout pregnancy and 
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during the post-partum period (Devine, et al., 2000; Cuco, et al., 2006; FSA, 2007; Verbeke 
& De Bourdeaudhuij, 2007; Guelinckx, Devlieger, Becker, & Vansant, 2008; Gardner, 
Croker, Barr, Briley, Poston & Wardle, 2012) (Appendix A). However there are some 
conflicting findings within the evidence, possibly due to variations in the design and study 
group. Generally, studies have found that if behaviour changes were made during pregnancy, 
they were only temporary and hence pre-conception behaviours were restored after pregnancy 
(FSA, 2007). 
 
2.1.5 Determinants of obesity 
Clearly managing weight in current society is vital however, obesity is an extremely complex 
condition influenced by a range of factors at an individual and societal level. Consequently, 
there is no single or easy solution to its prevention or management. The Foresight report 
highlighted the complexity of the ‘obesogenic environment’ and a Lancet Editorial described 
obesity as ‘a normal response by normal people to an abnormal environment’ (Butland, et al., 
2007, p. 3; The Lancet, 2011, p. 1). Therefore interventions to prevent and manage obesity 
must be wide-ranging and far-reaching from environmental and policy changes to individual 
and family behaviour changes. At present the evidence of effectiveness for such interventions 
is lacking, particularly for SA women of childbearing age, despite a decade of National 
reports focusing on weight management (Table 2.1). 
Despite the complexity of obesity, it is clear that the rise in prevalence over recent decades is 
primarily due to changes in diet and physical activity behaviours, which are the main 
modifiable factors affecting energy balance. Therefore, as obesity and its associated 









2004 Choosing health choosing a better diet 
2006 NICE Guidance: Obesity 
2007 Lightening the Load: tackling overweight and obesity 
2007 Foresight report: Tackling Obesities: Future choices  
2007 NICE Guidance: Behaviour change  
2008 Health Weight, Healthy Lives strategy * 
2008 Darzi Review * 
2008 NICE Guidance: Maternal and child nutrition * 
2010 NICE Guidance: Weight management before, during or after pregnancy * 
2011 Health Lives, Healthy People: A Call to Action on Obesity in England * 
2011 NICE Guidance: Preventing type 2 diabetes 
Expected 
2014 
NICE Guidance: Overweight and obese adults: lifestyle weight management 
*Guidance particularly relevant to study group 
 
Clearly to prevent or manage obesity, changing individual behaviours it vital. The trans-
theoretical model (TTM) helps to assess an individuals’ stage of change in order to 
understand their readiness to change. Once this has been established, motivational 
interviewing is used to develop tailored strategies which promote, encourage and support 
change (British Nutrition Foundation, 2004; National Obesity Observatory, 2011). The TTM 
incorporates two major constructs: self-efficacy (confidence or belief in ability to make a 
change) and the pros and cons of change (i.e. importance or value of making a change) 
(Fahrenwald & Walker, 2003). The theory suggests that if there is a deficiency in either of 
these factors, the individual will be resistant to change.  
NICE guidance (2006a) outlines the specific behaviour changes required in the management 
of obesity (Box 2.3). Unfortunately, diet and exercise behaviours are extremely resistant to 
change because there are complex, influenced by a range of inter-relating factors, are not 
static and can be deeply engrained (NICE, 2007; Swanton, 2008). Consequently following a 
healthy lifestyle is often perceived to be unrealistic and difficult (Chowdhury, Helman, & 
Greenhalgh, 2000; Butland et al., 2007). Therefore, in order to initiate change, evidence 
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suggests that enhancing self-efficacy and increasing importance is required (Fahrenwald & 
Walker, 2003; NOO, 2011). According to NICE guidance (2010), this can be achieved by 
helping individuals to understand the health consequences associated with unhealthy 
behaviours, stress the advantages of change, understand the factors influencing their 
behaviour, encourage SMART (specific, measurable, achievable, realistic and timely) goals 
to be set, identify self-monitoring and coping strategies and provide ongoing support (BNF, 
2004; Swanton & Frost, 2007; Hongu, Kataura & Block, 2011; NOO, 2011). Ewles and 
Simnet (2003) also suggest that social norms, values, attitudes and beliefs are key factors that 
influence behaviour change (and therefore should underpin interventions), in addition to 
having the necessary knowledge and skills to make the change (Wanless, 2004). However, 
individuals must still want to change their behaviour, which is becoming increasingly difficult 
(BHF, 2004; NICE, 2007).  











Base meals on starchy foods such as potatoes, bread, rice and pasta, choosing wholegrain 
where possible. 
Eat plenty of fibre-rich foods – such as oats, beans, peas, lentils, grains, seeds, fruit and 
vegetables, as well as wholegrain bread and brown rice and pasta. 
Eat at least five portions of a variety of fruit and vegetables each day, in place of foods 
higher in fat and calories.  
Eat a low-fat diet and avoid increasing your fat and/or calorie intake. 
Eat as little as possible of: 
fried foods 
drinks and confectionery high in added sugars 
other food and drinks high in fat and sugar, such as some take-away and fast foods.  
Eat breakfast.  
Watch the portion size of meals and snacks, and how often you are eating. 
For adults, minimise the calories you take in from alcohol.  
 
Activity  
Make enjoyable activities – such as walking, cycling, swimming, aerobics and gardening – 
part of everyday life.  
Minimise sedentary activities, such as sitting for long periods watching television, at a 
computer or playing video games. 
Build activity into the working day – for example, take the stairs instead of the lift, take a 
walk at lunchtime. 
(NICE, 2006 p. 64) 
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Due to the difficulties of making behaviour changes, the FSA report (2005) highlights the 
importance of accessing people when they are most willing to change. Evidence suggests 
there are specific points in the life-cycle where individuals are more receptive to health 
promotion messages and therefore provides an opportunity to influence behaviour change 
(Swanton, 2008). Pregnancy/ becoming a parent has been identified as an important time to 
influence behaviour change and hence improve obesity rates in current and future generations 
(Smith & Lavender, 2011). However, the FSA report (2005) suggests targeting new parents 
rather than pregnant women to maximise receptivity, although the reasons for this are not 
clear.  
Numerous reports have also recommended prioritising high-risk groups, such as certain EM 
groups, who are less able to make diet and lifestyle changes compared with the general 
population, as they may face additional barrier to change such as culture, religion and 
language (FSA, 2005; Szczepura, 2011). This is reflected in the Government’s ‘Health 
Weight, Healthy Lives’ strategy which outlined specific targeted prevention campaigns for: 
pregnant women, parents of infants under 24 months of age, high-risk families and EM 
groups (Swanton, 2008). In addition, the Marmot review outlined various priorities for 
reducing health inequalities: providing the best start for children by prioritising interventions 
before, during and after pregnancy and strengthening the impact of ill health prevention 
(Marmot, et al. 2010).  
 
2.2 Inequalities 
The Black report was among the first to highlight the importance of health inequalities and 
their complex association with ethnic and social inequalities (Nazroo, 2003). Since then 
numerous Government policies have stressed the importance of engaging EM and improving 
their access to healthcare services and the outcomes of that care (Szczepura, 2011) (Table: 
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2.2). Despite this, evidence suggests that some health inequalities may actually be widening 
(Leung & Stanner, 2011). In addition, EM are often under-represented in research and 
intervention programmes. Consequently, there is a lack of robust health data, a lack of 
awareness regarding the health risks and limited evidence of effectiveness regarding solutions 
to overcome barriers to change specifically for EM, particularly SA (Thomas, 2002; Leung & 
Stanner, 2011; Szczepura, 2011). It is important to resolve this if health inequalities are to be 
reduced.  
Table 2.2: Summary of the national reports focusing on health inequalities 
Date Report Key points 
1980 Black Report  First to highlight the importance of health inequalities 
(Nazroo, 2003) 
1998 Acheson Report: 
Independent enquiry into 
inequalities in health 
Highlighted the importance of reducing health inequalities 
and tackling wider determinants of health            
(Exworthy, Stuart, Blane & Marmot, 2003) 
2004 Wanless Report: securing 
good health for all 
Examined future health trends and the financial and 
resource needs of the NHS until 2022 (Wanless, 2004) 
2008 Darzi Review  Outlined a ten year vision for an NHS that is fair, personal, 
effective and safe (DoH, 2008) 
2009 Guide for World Class 
Commissioners  
Concluded the commissioning and provision of services 
required to reduce inequalities was insufficient       
(Shircore, 2009) 
2010 Marmot Review 
 
Highlighted the importance of reducing health inequalities 
and tackling social determinants of health                     
(Marmot, et al., 2010) 
2010 Equity and Excellence: 
liberating the NHS 
Stressed the importance of ‘fairness’ in the NHS 
(DoH, 2010) 
 
2.3 South Asian population 
The term ‘South Asian’ refers to individuals born in or originating from the Indian sub-
continent such as India, Pakistani and Bangladesh, but also includes East-African Asians. 
However, SA are not a homogenous group- there are significant cultural, religious, social 
(and hence dietary and health) differences between the sub-groups (Bush, Williams, Sharma 
& Cruickshannk, 1997; Church, Gilbert & Khokhar, 2006). For example, individuals from 
Pakistan and Bangladesh report poorer health than those from India (Nazroo, 2003). 
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2.3.1 Health risks associated with culture 
The SA population represent the largest and fastest growing EM group in the UK (Karlsen & 
Nazroo, 2010). They are more likely to report poorer health and have a increased risk of 
specific health conditions, including T2DM, central obesity & coronary heart disease (CHD), 
compared to the general population (Karlsen & Nazroo, 2010). Furthermore, this group have 
poorer access to healthcare services and disease management (Szczepura, 2011). This has 
important implications for healthcare provision in areas with a large SA population (Farooqi, 
Nagra, Edgar & Khunti, 2000).  
 
2.3.2 Migration and acculturation   
Migration is often associated with the adoption of the lifestyle behaviours, values and social 
norms of the host country, known as acculturation (Leung & Stanner, 2011). For those 
migrating to the UK, this often results in replacement of healthy behaviours with unhealthy 
ones, such as a decrease in physical activity, fruit and vegetable consumption and 
breastfeeding duration and an increase in fat and energy intake and heavy use of frying- all of 
which can cause weight gain (Mellin-Olsen & Wandel, 2005; Llacer, Zunzunegui, del Amo, 
Mazarrasa & Bolumar, 2007; Hawkins, Lamb, Cole & Law, 2008; Lawton, Ahmed, Hanna, 
Douglas, Bains & Hallowell, 2008). This was confirmed in a study by Heald, Cade, 
Cruiksank, Anderson, White and Gibson (2003), who compared UK Gujeratis with those 
living the same region of Indian (cited in Higgins, 2008). In addition, the length of time in the 
UK is directly associated with adoption of Western behaviours (Landman & Cruickshank, 
2001). However, some studies have suggested that certain traditional beliefs may be 
extremely resistant to change, particularly those associated with pregnancy and diabetes 




2.3.3 South Asian diets 
The diet of SA can differ significantly within and between groups (Kassam-Khamis, Judd & 
Thomas, 2000). However, generally speaking, a traditional South Asian diet contains large 
quantities of chappatis or rice, fruit and vegetables and pulses and smaller amounts of meat, 
fish and dairy foods. Consequently, this diet is similar to UK dietary recommendations as it is 
high in fibre and low in fat and hence should not be assumed to be unhealthy (Leung & 
Stanner, 2011). This suggests that the diets of migrants may be healthier than the general 
population (Landman & Cruickshank, 2001).  However, studies have found that the diet of 
UK SA contains more fat and saturated fat than the general population, which is a concern for 
the high obesity and CHD rates in this group (Wyke & Landman, 1997; Church, et al., 2006). 
Although evidence also suggests that the fat content of South Asian meals can vary 
significantly (Kassam-Khamis, et al., 2000; Landman & Cruickshank, 2001; Church, et al., 
2006). In addition, some studies report that SA women acknowledge the importance of 
consuming low-fat and high-fibre foods and are eager to adapt traditional recipes to reflect 
this (Bush, et al., 1997; Leung & Stanner, 2011).  However, a study conducted by 
Chowdhury, et al., (2000) found that healthier cooking methods were not acceptable to the 
family due to alterations in taste and changes in the nature of the food. There is also 
conflicting findings between some national surveys. In 2004 the National Diet and Nutrition 
Survey (NDNS) and Health Survey for England (HSE) reported that EM groups were more 
likely to consume the recommended five portions of fruit and vegetables per day compared to 
the general population, whereas the 2005-6 Family Food Survey (FFS) found that fruit and 
vegetable consumption was lower in SA groups compared to the general population (Hoare, 
Henderson, Bates, Prentice, Birch, Swan, et al., 2004; Sproston & Mindell, 2006; National 
Statistics, 2007). However, as such reports are cross-sectional and EM groups are largely 
under-represented, they are susceptible to bias. 
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2.3.4 Role of food 
Food has an important function that goes beyond nourishment, it has a symbolic, cultural and 
religious importance that reflects an individuals’ identity and an emotional importance in 
cooking and sharing and therefore is an important determinant of food choice (Chowdhury, et 
al., 2000; Lawton, et al., 2008). 
 
2.3.4.1 Religion 
It is important to consider how religion may impact the diet of SA as different religions will 
affect what, when and how foods are eaten (Bush, et al., 1997; Church, et al., 2006; Leung & 
Stanner, 2011). However, there are also differences within religions, primarily due subgroups 
within a particular faith, and due to regional differences.  
 
2.3.4.1.1 Islam 
Muslims follow the Islamic faith and practice the teachings of the Koran (Holy book). There 
are various ‘food rules’ outlined in the Koran. Food is considered to be a blessing which 
should be valued, shared and enjoyed. Generally, food is described as Halal (permitted) or 
Haram (forbidden). Pork and pork products, blood and alcohol are strictly haram (Bush, et al., 
1997; Kocturk, 2002). Certain foods are specifically mentioned in the Koran and therefore 
have significant importance, they include: honey, dates, milk, semolina, game and wine 
(Kocturk, 2002).  
 
2.3.4.1.2 Hinduism 
The Hindu diet is often strictly vegetarian, although this may reduce with time spent in UK 
(Bush, et al., 1997; Kocturk, 2002). However, beef and beef products are widely considered 
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to be forbidden as the cow is regarded as sacred and pork is generally avoided (Bush, et al., 
1997). Food such as ghee, milk and milk products are highly valued (Bush, et al., 1997).  
 
2.3.4.1.3 Sikhism 
Sikhs adhere to food rules outlined in the Sikh Rehat Maryada (Leung & Stanner, 2011). 
Certain food and drinks should be avoided, primarily those which are considered harmful to 
the body, such as alcohol (Leung & Stanner, 2011). Fasting is not recommended.   
 
2.3.4.2 Heating and cooling 
Many SA groups believe that foods have ‘heating’ or ‘cooling’ effects on the body and that 
food choice is important to keep the body balanced (Thomas, 2002). These beliefs are 
particularly important during pregnancy and in diabetes management (Thomas, 2002). 
Pregnancy is considered to be a ‘hot’ state therefore ‘cooling’ foods, primarily dairy products, 
are recommended to keep the body balanced, whereas ‘hot’ foods such as meat, fish, eggs, 
sultanas and strong curries are avoided (Bush, et al., 1997). Conversely, heating foods are 
advised during the post-partum period for recovery and strength (Bradby, in Caplan, 1997). 
Ghee is thought to be ‘strength-giving’ and involved in nutrient absorption (Bush, et al., 
1997). Therefore, women are often given foods containing ghee after child-birth. It is 
important to be aware of the health beliefs of specific foods and how they impact on food 
choice to understand their implication for health promotion (Greenhalgh, Chowdhury & 
Wood, 2005). However, many studies on the dietary intake of EM groups are cross-sectional 
and therefore are unable to reflect changes across the life-course (Kassam-Khamis, et al., 





2.3.4.3 Social pressure 
Socialising has an important role in the SA culture and there is an expectation for individuals 
to partake in social events with family and the local community, of which food, particularly 
energy dense food, is a vital component (Lawton, et al., 2008). Studies have shown that 
refusing this food would be offensive and insulting and eating differently would be isolating 
(Chowdhury, et al., 2000). Consequently, people may face an internal conflict between 
consuming a healthy diet and maintaining their cultural and social norms (Lawton, et al., 
2008). A study by Lawton, et al., (2008) found that diabetics had developed various strategies 
to manage such situations, including recipe adaptation and reduction in portion sizes. 
However, there are inter-generational differences in ability to refuse food, with younger 
people more able to refuse (Thomas, 2002).   
 
2.3.5 Impact of South Asian households on food intake 
SA families living in the UK tend to be larger than the average population, with regards to 
both adults and children (Leung & Stanner, 2011). As there can often be three generations 
living in the household there are inter-generational (as well as gender) differences influencing 
dietary intake and eating practices (Jamal, 1998). Women have reported being torn between 
their parents, partners and children’s preferences (Leung & Stanner, 2011). Mothers and 
mother-in-laws are likely to have a strong influence in the family, particularly with regards to 
maintaining traditional food provision. However, second-generation women are more likely 
to work, resulting in less time available for food preparation, particularly for preparing 
traditional meals, which are considered to be more time-intensive (Parsons, Godson, Williams 





2.3.6 The role of women in the family 
Family food provision and preparation is strongly associated with the female identity, 
particularly for SA women (Parsons, et al., 1999). Therefore, women are a vital target group 
as they can be important agents of change for the family (Mellin-Olsen & Wandel, 2005; 
Ludwig, et al., 2010). However, a study by Warin, Turner, Moore and Davies (2008) explains 
how motherhood changes a woman’s priorities, with their children being very much the focus 
of their lives, followed by their work, home and other responsibilities, respectively, and 
finally themselves. In addition, a study by the Chapman, Ristovski-Slijepcevic and Beagan 
(2011) into the meaning of food, eating and health in Punjabi families found that women tend 
to put the family’s needs before their own and therefore often sacrifice their own preferences. 
This is partly because it is not considered acceptable for women to put themselves first. This 
may have important implications for health promotion interventions.   
 
2.3.7 Body size and shape 
There is conflicting evidence regarding perceptions of body weight and shape in EM groups. 
Traditionally studies have suggested that some EM groups perceive a large body size to be a 
sign of affluence, status, health and fertility (Thomas, 2002; Greenhalgh, et al., 2005). 
However, more recent studies have found no ethnic differences, suggesting that either 
perceptions are changing or, as a study by Greenhalgh, et al. (2005) suggested, meanings 
have been misinterpreted. Furthermore, the study found that overweight SA women 
understand that their weight is unhealthy and have a desire to change (Greenhalgh, et al., 
2005). Regardless of conflicting reports, some individuals/ groups may view weight status 
differently and therefore this should be taken into consideration when working with these 
groups. It is also important to acknowledge that these perceptions may change during 
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pregnancy, which is associated with changes in body weight and shape and the transition into 
a mothering role (Warin, et al., 2008).  


















Bolton has a lower than average life expectancy compared to the North West and England and 
has a significant gap in life expectancy between those from the most and least deprived areas, 
which is among the highest in the country (Bolton Health Matters, 2013a). Currently, CVD and 
cancer are the primary causes of mortality, both of which are associated with obesity (BHM, 
2013b).  
 
Bolton has seen a rise in the prevalence of obesity in recent years. The Bolton Health and 
Wellbeing Survey 2010 identified overweight and obesity to be 35 kg/m² and 19.7 kg/m² 
respectively, compared to 2001 figures, which were 33.2 kg/m² and 13.4 kg/m², respectively 
(BHM, 2013c). During this time, obesity increased by 32%. Although these figures are lower 
than the national average, they are self-reported and therefore susceptible to under-estimation 
(BHM, 2013c). Prevalence rates of T2DM are slightly higher than the national average and are 
expected to increase as obesity rates continue to rise (BHM, 2013d). Consequently, the cost of 
diseases related to overweight and obesity is also set to rise from £81.3 million in 2010 to £86.9 
million in 2015 and further still in the future (BHM, 2013c).  
 
One explanation for these health outcomes is the large SA community, which represents over 
10% of the population (BHM, 2013d). The majority of SA living in Bolton are from India, 
followed by those from a Pakistani background (Bolton Council, 2001). Currently, 27% of the 
Asian Pakistani and 19.6% of the Asian Indian population have T2DM (BHM, 2013d). In 
addition, this group have the lowest fruit and vegetable intakes, the highest levels of sedentary 
activity and are more likely to live in areas of deprivation (BHM, 2013c; BHM, 2013d).  
 
NHS Bolton Foundation Trust and Bolton Council have commissioned services and developed 
targets to reduce obesity rates and improve obesity-related health outcomes. However, there is 
currently a gap in the provision of maternal weight management services. This is one of the 
commissioning priorities emphasised in ‘Bolton’s Healthy Weight Strategy’ (O’Connor, 2012). 
In addition, objectives to reduce health inequalities and ensure women receive high-quality 
advice and support before, during and after pregnancy were also outlined. 
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 (Ludwig, et al., 2011) 
Figure 3.1: Research design flow chart  





A qualitative approach was identified as the most effective research design to use in this study 
as the evidence base in this area is limited and needs to be extended to understand social 
influences and behaviours (Greenhalgh, Helman & Chowdhury, 1998). Evidence also 
suggests that qualitative methods are ideal when studying EM groups, where cultural 
awareness is limited (Harris, Gleason, Sheean, Boushey, Beto & Bruemmer, 2009). Few 
studies have used a qualitative design to investigate changes in weight, diet and physical 
activity before, during and after pregnancy and no studies have been found which 
investigated this particular EM group. 
A retrospective phenomenological approach will be used as this study focuses on describing 
specific experiences, perceptions, meanings and attitudes related to weight change before, 
during and after pregnancy (Harris, et al., 2009). 
The methodology used semi-structured, one-to-one interviews. Semi-structured interviews 
were conducted using an interview guide containing predominantly open-ended questions but 
a restricted list of topics (Harris, et al., 2009). Semi-structured interviews were chosen in 
order to be flexible enough to allow the participants to formulate their responses but provide 
some structure in order to answer the research question(s).  
 
3.2 Population and subjects 
3.2.1 Ethical approval 
Following an extensive literature review, ethical approval was required before the study could 
commence. Ethical approval was received nationally from NRES Committee Yorkshire and 





3.2.2 Sample size 
A minimum of ten participants were required for the study due to time and resource 
limitations imposed by conducting an MSc project. A total of eleven participants took part 




The participants were SA women who had been pregnant in the last 24 months and had begun 
the introduction of complementary feeding  with their child i.e. mothers who’s youngest child 
was between 7 and 24 months of age at the time of the interview.   
 
3.2.3.1 Inclusion criteria 
SA women (>18 years) with a child between 7- 24 months old living in Bolton and who had 
given written consent.  
Initially the study focused on individuals with only one child, as they have only one 
experience to describe, and was limited to children aged between 7-12 months of age to 
reduce the effect of recall bias. However, during the early stages of recruitment it became 
clear that this would need to be amended to include mothers with other children and the age 
of the child would need to be extended to 24 months. The reasons for this were: the narrow 
inclusion criteria would have made recruitment difficult; SA mothers often breastfed past 12 
months of age and this acted as a barrier to change; perceptions/ importance of weight were 
not recognised by most until later in the post-partum period or until they were planning/ had 
other children. If these changes had not been made it is unlikely that the study would have 
been completed within the given timescales. As this is the first study of its kind to be 
conducted with this research group, this was unforeseeable.    
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3.2.3.2 Exclusion criteria 
Women who did not have the verbal, written or mental ability to understand the intent and 
character of the study and where there was a lack of written consent. 
 
3.2.3.3 Informed consent 
A participant information sheet was used to inform potential participants of the study 
(Appendix C). Written consent was required for participants to take part in the study and this 
was obtained by the researcher (Appendix C). Participants were given at least 24 hours to 
determine if they wish to take part and it was made clear that this will be on an entirely 
voluntary basis. Once this had been agreed, details of the interview were confirmed 
(Appendix C). The signed consent forms were collected before the interview was conducted. 
 
3.2.4 Recruitment 
Determining a recruitment strategy is difficult in qualitative research as sampling is often 
purposive rather than random and consequently participants may not be entirely 
representative. The sampling approach used was a combination of convenience and snowball 
sampling. Snowball sampling involves participants identifying others to add to the sample by 
utilising social networks (McLean & Campbell, 2003; Harris, et al., 2009). This is 
particularly important when targeting hard-to-reach groups, such as EM, especially when the 
researcher does not share the same ethnic background (Bhopal, 2001; McLean & Campbell, 
2003). In addition, as EM tend to live in areas with higher ethnic density, promotion and 
recruitment should be concentrated in these areas, thereby increasing opportunity for 
convenience sampling (Nazroo, 2003). For this reason, this study focused on four areas of 
Bolton with the highest SA populations, although other areas were not excluded (Bolton 
Council, 2001). In addition, face-to-face contact is known to be important, rather than 
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advertising materials (McLean & Campbell, 2003). As pregnancy/ becoming a parent is a key 
time for women to engage with healthcare and community services; Health Visitors, 
Children’s Centre staff, Health Centre staff and Community Workers were utilised to identify 
and recruit potential participants. However, advertising materials were posted in Children’s 
Centres and other health and community venues to ensure all avenues for recruitment had 
been explored (Appendix D). The researcher was also actively involved in the recruitment of 
participants. As the researcher was employed by Bolton NHS Foundation Trust throughout 
the study, their knowledge of the areas and community contacts were utilised.  
 
3.3 Procedures  
Each participant was required to participate in one interview with the researcher which lasted 
approximately 45 minutes. Afterwards, participants were also asked to complete a brief 
demographic questionnaire and check the accuracy of their transcript and the findings, which 
was anticipated to take an additional hour (Appendix E).  
It was essential to develop a rapport with the participants in order for them to feel at ease and 
confident sharing their views and experiences. Therefore prior to the interview participants 
were reassured of their anonymity and confidentiality, the importance of their personal views 
and experiences and their right to avoid answering certain questions or stopping the interview 
at any point. Participants were also thanked for their contribution and time.  
Interviews were conducted using an interview guide which was loosely based on that 
included in the Define report (FSA, 2007) (Appendix F). The interview process was piloted to 
ensure its suitability. No modifications were made following the pilot or during the 
interviews, however, on some occasions further explanations or rephrasing of the questions 
was required to aid participant understanding and when the researcher required further detail, 
this was sought.  
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All fieldwork took place in Bolton between 28th September 2012 and 23rd January 2013 
(Table 3.1). The majority of interviews took place in participants’ homes, as this was the most 
convenient location. Others took place in local health, community or children’s centre 
settings. Date, time and location of the interview were mutually agreed between the two 
parties. Participants were offered reimbursements for any costs incurred as a result of 
attending the interview however none were claimed. 
Table 3.1: Dates of the one-to-one interviews 
One-to-one Interviews 
Dates held (n=11) 
 
28th September 2012 
15th October 2012 
24th October 2012 
5th November 2012 
8th November 2012 
3rd December 2012 
10th December 2012 
17th December 2012 
17th January 2013 
23rd January 2013 
 
 
All data protection laws of the UK were followed and all data was anonymised, with the 
exception of the participants signed consent form which were transported and stored securely 
and only accessible to the researcher. Participants were given a unique personal identification 
code which only the researcher had access to.  
As this research may be published and in order to adhere to the University of Chester’s policy 
concerning the retention of identifiable information, the information will be stored for ten 
years (University of Chester, 2013). 
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3.4 Data management and analysis  
3.4.1 Data collection 
The interviews were audio recorded and transcribed verbatim by the researcher, to produce a 
written account of the interview, as soon after the interview has taken place as possible. This 
occurred within a maximum of 7 days. The transcription recorded the narrative, verbal cues, 
such as volume, and any other nonverbal cues that may be of relevance. All participants 
consented to the interview being audio-recorded.  
 
3.4.2 Data analysis 
The aim of the data analysis is to organise, classify and summarise the data in order to 
understand and describe the context, meanings and experiences of the participants and 
consequently develop a theory to answer the research question(s). However, the choice of 
analytical method is essential to produce high quality research. The procedure used was 
phenomenological analysis, outlined in Fade (2004).    
Thematic analysis involves the identification of themes and patterns within the data. Initially 
codes were assigned to data which were of interest to the researcher (Appendix G). Codes 
were then organised into categories and themes (Appendix G). Initial codes and themes are 
developed into more clearly defined theory through constant comparative analysis in which 
they are continually refined and clarified by exploring and comparing the inter-relationships 
within and between themes and transcripts to identify differences and similarities (Chapman, 
et al., 2011). Hence the data collection and analysis occurred concurrently. This is 
recommended as it allows the researcher to identify any themes that may be emerging from 
the data and possibly explore these further in future interviews. This enabled a range of 
theories to be developed and interpreted in order to explain why patterns occur and hence 
answer the research question(s). 
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Respondent validation took place to confirm the findings. This involved sending the key 
findings to the participants to check for accuracy and feedback any comments (Appendix H). 





















CHAPTER FOUR: RESULTS 
This chapter provides an overview of the most predominant and important findings from the 
data analysis. These findings have been validated through respondent validation. No changes 
were made as a result of the validation. Quotations from the validation which added value to 
the findings have been included in this section. Where this occurs, the source of the quotation 
will be clearly stated as ‘validation’.      
 
4.1 Participants 
The purposive recruitment strategy resulted in 11 participants’ taking part, however one 
participant withdrew from the study at a late stage. When the data was reviewed and 
amended, this did not affect the data quality or results. The findings presented below are 
reflective of the data collected from the remaining ten participants.  
All participants verbally agreed to answer questions regarding their demographics. Data 
confidentiality was once again guaranteed and participants were informed of their right to 
refuse. The data was used to gain an insight into the sample.  
Table 4.1: Demographics of the participants  
 
Characteristics  No participants 
Area of Bolton 
 
n=2   Crompton 
n=5   Rumworth 
n=3   Other 
Religion 
 
n=7   Muslim 
n=3   Hindu 
Ethnicity 
 
n=8   Indian 
n=1   Pakistani 
n=1   E. African 
Migrant Status 
 
n=3   1st Generation 










4.2 Data transcription and thematic analysis 
This section summarises the responses given by the participants in relation to the themes 
identified from the analysis. The themes are separated into five categories: weight, diet and 
physical activity; barriers and motivators to change; knowledge; advice and support; culture.       
 
4.2.1 Weight, diet and physical activity 
This section will be separated further into pre-conception, pregnancy, post-partum and future 
pregnancies in order to compare participants’ views and experiences during these times. The 
majority of participants’ responses have been summarised in tables 4.1, 4.2 and 4.3 for more 
effective interpretation and comparison.   
 
4.2.1.1 Pre-conception 
Prior to conception, the majority of the participants described weight management as being of 
low importance due to their ability to maintain a healthy weight and being happy with their 
weight status. The importance of diet and physical activity were closely linked with the 
importance of weight i.e. diet and physical activity did not need to be managed because 
weight did not need to be managed. 
 
“I never managed it at all. I never did any exercise. I used to eat what I used to eat, I used to 
eat loads, I used to eat moderate, I used to eat less it doesn’t matter because it was the same 
weight”   (5a) 
 
There were exceptions to this; two women explained the need to manage their weight before 
they had children and had successfully achieved this. 
 49 
 
“I was very chubby before I had my children... I lost a lot of weight and I maintained that for 
about 2 years...”  (4b) 
“Because I was surrounded by people who were either diabetic, high cholesterol, heart 
problem, I... started losing weight and I did and from that day on ‘till I was 30, I was one 
size” (1b) 
 
4.2.1.2. Pregnancy  
Views of weight, diet and physical activity during pregnancy were generally consistent with 
views prior to conception in that it was of a relative unimportance, primarily because weight 
gain was perceived to be inevitable, uncontrollable and therefore justifiable. In addition, 
delivering a healthy child was very much the priority of mothers with many justifying the 
changes made to guarantee this outcome, even if they were of detriment to the mother’s 
weight. From the participant validation, one participant commented that: 
 
“Looking after the unborn child was more important” (1b validation) 
 
Predominantly, increased food and fat consumption were recognised as the main reasons for 
weight gain, although the role of reduced physical activity was also highlighted. Increased 
intake was primarily reported to be due to an increased appetite, which was linked with 
morning sickness, and cultural influences. One participant commented that GWG was: 
 
“Due to cultural delights” (4a validation)  
 
However, pregnancy was viewed as the only time participants were free to increase food 
intake (and were actively encouraged to do so) and they wanted to enjoy this opportunity.  
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The participants’ experiences of weight gain varied, with some gaining very little while 
others gained a large amount. Views towards GWG also varied with some participants 
viewing their weight gain positively as it symbolised the growth of their unborn child, while 
others were very unhappy due to concerns about PPWR, reduced confidence and feeling 
uncomfortable.  
 
“I felt quite proud like, you know, I’ve got a life inside me and I’m supporting this baby 
completely... I was not even ashamed of having to buy bigger clothes at the time cos it was 
well this is for my child” (4b) 
 
4.2.1.3 Post-partum 
There was a perception that it would be easy to lose the weight gained during pregnancy in 
the post-partum period but the reality of this was more difficult than anticipated.  
 
“I did think I will lose it naturally after- try to- harder as time passes” (4e validation) 
 
Consequently, participant’s views of their weight after pregnancy vary considerably from 
before or during pregnancy. This is also reflected in their views and experiences of diet and 
physical activity, again demonstrating their close association with weight status.  
In addition to PPWR, participants also reported increases in WC specifically, which is a 
particular health concern.  
 
“It’s kind of settled in a particular area around my stomach and my hips and I’ve never been 




“It’s all over the tummy area, nowhere else, so that’s the biggest effect” (5a) 
 
“After I’ve had my baby it’s a completely different view of what a healthy weight is for me 
now before having the baby I would say it’s how I looked which mattered to me. Now, 
obviously with all these illnesses, scares, diabetes, cholesterol you’re more concerned about 
the stomach area and looking at inches. To me, at the moment it’s all about losing weight 
from the stomach area to reduce the risk factors”   (1b) 
 
There were also apparent differences between the exclusive breastfeeding and weaning stages 
during the post-partum period. Breastfeeding was cited as a significant barrier with 
participants claiming they were/ would have been unable to make diet and physical activity 
changes whilst they were breastfeeding, due to having an increased appetite, the dependency 
of the child and the view that milk production and quality would be affected by such changes. 
The role of breastfeeding in weight reduction was variable.  
 
“I was told if you don’t eat, no milk” (4e validation) 
 
However, when their child had begun the introduction of complementary feeding, this 
enabled mothers to start thinking about or making some positive changes to their own diet 
and physical activity levels, which they felt unable to make previously. Yet, despite being 
more motivated to change and placing a greater importance on losing weight, consuming a 
healthy diet and being more active during the post-partum period than they had before or 
during pregnancy, participants also faced additional barriers which prevented or limited this.  
 
“Extra work load/ less time for self/ tiredness” (4a validation) 
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4.2.1.4. Future pregnancies 
Participants expressed a concern about future pregnancies because of the potential weight 
regain and retention that may be experienced with additional children. 
 
“I would love to go for other children but the only thing that would stop me is the weight 
gain and I can’t, I can’t bear to put that kind of weight on again” (1b) 
 
“I gained so much weight it’s hard to lose it. That’s why I didn’t want any more” (4c) 
 
“Just thinking about having to lose it all again, going back to square one, it’s because 
sometimes you feel like you’ve worked all this time to lose the weight and then you find 
our you’re pregnant again and it’s like ‘oh, no!’” (4e) 
 
Consequently, participants claimed they would be more cautious during subsequent 
pregnancies.   
 
“I definitely would not do that with my second, I would definitely not touch the other 










Table 4.2: Views, attitudes, beliefs and experiences of weight before, during and after pregnancy 




I never managed it at all... 
it doesn’t matter because it 
was the same weight (5a) 
 
“I usually really, really 
skinny but I always health, 
you know, so I was happy 
all the time myself before 
there was pregnancy” (4g) 
 
“This is probably the only time you get to let yourself 
a little bit go.... It’s inevitable you are going to put 
weight on”  (4b) 
 
“Especially in South Asian origin the women do tend 
to put a lot of weight on” (4a) 
 
“I think you feel like it’s an excuse” (4e) 
 
“You just don’t bother yourself with it when you’re 
pregnant” (4c) 
“I have to look after... look out for it at the 
moment a lot whereas before I didn’t” (4c) 
 
“You’ve got it in your head that after 
pregnancy it’ll just go or I’ll lose it but, 
erm, but I don’t think you take into 
consideration that it’s gonna be really 
hard... it gets harder every time” (4e) 
 
“Every woman wants to lose their weight 
after pregnancy” (4c) 
     
Experiences “Years ago I would like just 
go like two pound up or 
down or something but, no, 
but I, I didn’t have to 




“I do gain weight because I eat more because I get 
hungrier”  (4c) 
 
“I gained nearly four stones... it’s a lot of weight put 
on really quickly” (1b) 
 
“I didn’t gain a lot of weight in my pregnancy which 
is really good” (1a) 
 
“I never used to gain so much weight but 
now it’s so easy to gain”(4c) 
 
“I’m really struggling to lose it” (1b) 
 
“It seemed to naturally just come off, it did 
take a while, it did take about a year” (5b) 
 
Role of Breastfeeding 
“When I was breastfeeding I put the weight 
on” (4g) 
 






Table 4.3: Views, attitudes, beliefs and experiences of diet before, during and after pregnancy 




 “What they said I shouldn’t eat, most of the stuff I didn’t eat already, 
so... it didn’t affect me” (4e) 
 
“I thought that was my enjoyment bit in my life” (4b)      
 
“You don’t really look at food in, in the way that you used to, you just 
have what you feel like having and what people are telling ya”    (1b) 
 
“So from drinking like skimmed milk I was given full-fat milk and 
really the justification is... you want a healthy baby” (4b) 
 
“I was encouraged not to cut down because the baby needs the 
extra” (4a)                         
“If you eat well you can produce milk 
better”  (5a) 
 
“If I don’t eat, how am I going to produce 
milk?”   (4c) 
 
 
Experiences “I used eat 
whatever I want 
to, yeah, used to 
live on junk” (4e) 
 





“I was encouraged to... over-indulge a little bit; cos I’m pregnant ‘go 
on have the extra’ (laugh)... and I did” (4a) 
 
“I think my appetite increased and sometimes I used to crave for the 
wrong things” (4e) 
 
“She (participants mother) was like, ‘you can forget that now... your 
baby needs oil and you need some oil so you’re gonna have some 
oil’...” (4b) 
 
“My family just encouraged me to... have butter instead of low fat 
spreads... don’t go for the low fat products” (4a) 
 
“I eat more because I get hungrier” (4c)   
 
“When you’re really tired or you know you’re struggling on that day 
you just tend to eat whatever you can”   (1a)  
“I’m much healthier now, I think about 
what I’m eating, I think about what’s in it, 
I think about the fat in it, the salt, the 
sugar, I think about everything now”  (5c) 
 
“By the time my child was weaning I 
suppose I was eating healthier than I had 
been prior to that and I’m eating less than 
I did when I was pregnant” (4a) 
 
“After having children... to keep it off, I 
have to really, really, really, restrict 
myself. That’s what’s hard”  (4b) 
 
“During breastfeeding you tend to eat, 




Table 4.4: Views, attitudes, beliefs and experiences of physical activity before, during and after pregnancy 




“I was happy with the weight I was so I 
didn’t need to do it” (4c) 
 
“Before I had the children... I was lucky 
enough not to really need to think about 
exercising”   (5b) 
 
“I wasn’t even that bothered about 
exercising”   (5a) 
 
“I probably didn’t give it much thought” (5b) 
 
“I’m really enjoying it and it’s 




Experiences “I never did any exercise” (5a) 
 
“Before pregnancy, I didn’t have weight 
to lose, I was just going to tone myself 
and look, feel better” (1b) 
“I didn’t do any exercise at all”  (5b) 
 
“I didn’t want to do any exercise during 
preg- I did walk quite a bit, that was the only 
thing I did”     (4a) 
 
“Even a yoga class at home would be not 
right in the eyes of like our parents, it’d be 
like ‘what are you doing, that’s not the right 
position to sit in, that’s not helping the baby’ 
so you automatically sort-of reduce your 
physical activity”          (1b) 
 
“It is different now, yeah, I have to 
constantly do exercise” (4c) 
 
“I’m doing a lot more than I did” 
(1b) 
 
“I haven’t managed to do any 
physical exercise because I don’t get 
the time... and it’s difficult to get 




4.2.2 Barriers and motivators 
This section will again be separated further into pre-conception, pregnancy and post-partum 
in order to compare participants’ barriers and motivators during these times. The majority of 
participants’ responses have been summarised in Table 4.4 for more effective interpretation 
and comparison. Figure 4.1 demonstrates the perceived impact of the barriers and motivators 
of change before, during and after pregnancy. This, along with other dialogue, was used to 
predict importance and confidence during these times (Figure 4.2). 
 
4.2.2.1 Pre-conception 
As the majority of participants did not feel they needed to make changes to their weight, diet 
and physical activity prior to conception i.e. it was unimportant, there were no barriers and 
motivators to change discussed by the participants. However, this perception is viewed as a 
barrier to change by the researcher. For the participants who successfully managed their 
weight prior to conception (and therefore were confident they could do so); weight loss, 
health benefits and knowledge were their key motivators for change.  
 
4.2.2.2 Barriers: pregnancy 
Pregnancy, particularly the first pregnancy, was perceived as a vulnerable time for the 
participants as they did not want to risk their pregnancy and were concerned they would be 
viewed as a “bad mum” (1b). Consequently the health of the baby became a greater priority 
than their own health and they were willing to follow the advice given to them to guarantee 
this. This advice predominantly came from family and friends, due to a reported lack of 
support from healthcare professionals (HCP) (to be discussed further in section 4.2.4.1). 
However, this advice was not necessarily correct and led to participants adopting unhealthy 
behaviours. Furthermore, feeling tired, suffering from morning sickness and having an 
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increased appetite made undertaking or sustaining a healthy lifestyle difficult. Consequently, 
the importance of managing their weight, diet and physical activity was low, as was their 
confidence (self-efficacy) in doing so.  
 
4.2.2.3 Barriers: post-partum 
Participants felt that they were more willing to make weight, diet and physical activity 
changes during the post-partum period i.e. it was of greater importance to them, but their 
perceived ability to make those changes had reduced and therefore their self-efficacy was 
lower. There were a range of barriers reported by participants, the most important of which 
were time, family commitments and priorities.  
 
“Agree-priorities change a lot” (4e validation) 
 
Lack of advice and support, breastfeeding and dependency were reported (as previously 
discussed in section 4.2.3.1). In addition, the cost and difficulties associated with being active 
and consuming a healthy diet were also highlighted. Another important barrier was emotional 
eating as a result of stress, isolation, comfort and boredom. Other barriers raised included the 
impact of having a caesarean, eating patterns and environmental influences such as access, 
availability and weather conditions.     
 
4.2.2.4 Motivators: pregnancy 
The principle motivator during pregnancy is the health and safe delivery of the unborn baby. 
Although, this can also act as a barrier to change i.e. to justify unhealthy behaviours such as 
reduced physical activity and increased portions sizes (as previously discussed in section 
4.2.2.2). However, for some, physical activity was reported as a motivator to change as it was 
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perceived to help manage health conditions, minimise GWG and was as a source of 
enjoyment.   
 
4.2.2.5 Motivators: post-partum   
Due to the difficulties associated with weight loss during the post-partum period, weight loss 
became a key motivator, alongside physical activity. Interestingly, food was cited as the 
principle cause of GWG, while physical activity was the focus for post-partum weight loss. 
However, as previously discussed (in section 4.2.1.3), these motivators and changes 
predominantly occurred later in the post-partum period, usually after the cessation of or 
reduction in breastfeeding, when the child had less reliance on the mother. Consequently, the 
participants were able to put themselves as a greater priority than they had previously, which 
was important to fulfil their mothering role. Other motivators raised included environmental 











Table 4.5: Barriers and motivators of weight, diet and physical activity changes during and after pregnancy 




“I think my appetite increased and sometimes I 
used to crave for the wrong things” (4e) 
 
Vulnerability 
“You’re quite vulnerable as well at that time, you 
listen to what people have got to say and 
whatever works is you’re priority” (1b)  
  
“In the first pregnancy... you’re just... a little bit 
clueless and you tend to listen to everything and 
everyone and you always take their opinions and 
their experiences count a lot more than what 
your natural instincts” (5b) 
 
Fear 
“I don’t want to damage my baby when I’m 
pregnant”  (4g) 
 
“I were trying to be really careful not to do 
anything which I thought might risk my 
pregnancy” (4a) 
 
“You’re so scared about losing the baby... you 






“Family commitments... I think I tend to put that as more of a priority than 
myself losing the weight”  (4a) 
 
“I would like to give it a higher priority... I know that if I do that something 
else has to give... which is a bit more important” (4b) 
 
“I put everyone else before myself” (5c) 
 
Emotional eating 
“We’re eating as, as a comfort, it’s comfort eating- you get depressed at 
staying at home” (4c) 
 
“With the pressures I have got in my life right now I can’t seem to give up 
eating a bit of chocolate” (4b) 
 
“If you’re bored, you eat it, and that’s where it piles up” (5c) 
 
Ease 





“When I decided to stop breastfeeding her that was when I could consciously 
think, right ok I can start making a change now... I don’ think I would ever 
even thought about my weight whilst I was breastfeeding, so that ruled out 14 
months”     (4b) 
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Prioritising the baby over self 
“During the pregnancy, the one thing you 
concentrate on then is, is the baby, I don’t think 
you worry that much about yourself”   (4e) 
 






“In initial stage I still tried to continue some of 
that... healthier lifestyle but I.... kept feeling 
nauseous”  (4b) 
 
“I just ate what I felt like eating cos I didn’t like 
the taste of much, there wasn’t much that, that I 
actually enjoyed, so if I like the taste of 
something I ate it... I didn’t worry about ‘oh God 
is it high in this or is it high in that’...if I wasn’t 
being sick then I think I would have thought 
about it a bit more”    (5c) 
 
Lack of advice and support 
“I was never given any kind of help whatsoever 
when it came to weight while I was pregnant. 
Every time I tried to ask for help, I was either 
given a number, given a leaflet, which never 
really helped me... Health Visitor or even a 
Midwife don’t have time to talk to you about 
healthy eating, weight, they’re more concerned 
about the baby” (1b) 
 
“Breastfeeding is restricting me from going on a strict diet... if I didn’t 
breastfeed I would have really thought about getting on a diet straight away 
and then it would be easy for me to lose my weight cos I’m not eating four 
times, four times a day” (4c) 
 
Lack of advice and support 
“I don’t think there was anything after I had had the baby in regards to weight 
management I don’t think I received any support” (4a) 
 
Time 
“I think it’s just time er so it should be a priority but it’s just not... you’ve got 
less time now... I’ve got some much to do... I’ve got less time to fit it in... 
before it was like, I can go out any time” (4a) 
 
“I wish I could do more actually but I... just don’t get time” (5a) 
 
Dependency/ Childcare 
“Before I had my children... I could just be pretty free. However, now that you 
have children you can’t just decide to just go to the gym” (4b) 
 
“I’d like to join a gym or go to a class but it’s then the worry of who is going 
to look after the baby” (4a) 
 
Expense 
“Healthy options are expensive and indoor activities are so expensive to do we 
can’t afford it when you’re bringing up children” (4c) 
 




Motivators INTERNAL  
 
Baby 
“Always thinking about the baby, especially 
when you’re pregnant”      (1b) 
 
“You want to give them the best start in life. So 
you have to incorporate changes into your 





“I try to incorporate walking into my lifestyle so 
that actually helped to keep the blood pressure 
down... and I think that that helped to keep my 





“I’m caring about myself more... now that I know that my babies fine...I can 
relax a little bit and I feel like... because right, babies fine, I need to sort 
myself out” (1b) 
 
Role of the mother 
“I should be eating a healthy diet... to keep me healthy so I can look after my 
family” (4a)   
 
“I don’t want them to look at mum and think ‘you don’t do anything’” (5b) 
 
“I think it is important for the mother to be healthy... so you have to 
incorporate changes into your lifestyle” (1a) 
 










“She’s getting a little bit older... so I will have a little bit more time to myself... 
I think that that will help” (5b) 
 
Weight loss 
“I feel more confident in myself as well. I have noticed that I fit into my clothes 




“When I do go the gym I automatically watch my diet” (1b) 
 
“I really enjoy that, it’s really good, you know, if you go the gym, come back 



























Figure 4.1: The perceived impact of the barriers and motivators of change before, 

























Figure 4.2: The perceived level of importance and confidence of making behaviour 
changes before, during and after pregnancy  
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4.2.3. Knowledge and awareness 
Participants had a good knowledge of general weight, diet and physical activity 
recommendations and an awareness of their association with health. However, there was an 
acknowledgement that although having this knowledge was important; it did not necessarily 
translate into behaviour.  
 
“I know that you’re meant to eat five fruit and veg a day which I find quite hard to do... 
When you’re busy as a mother and running around you don’t actually have time to think 
about all that but I know it’s really important to do that” (1a) 
 
4.2.4. Advice and support 
Pregnancy/ becoming a parent is an important time for women, particularly SA women, to 
access the healthcare system. Therefore, this presents an opportunity to provide advice and 
support which can help to shape future lifestyle choices. 
 
4.2.4.1. Healthcare professionals (HCP) 
Participants felt that there was a lack of advice and support from HCP regarding weight, diet 
and physical activity, throughout their pregnancy and during the post-partum period, and 
would have valued more input. In addition, the advice received was vague or focused on food 
avoidance rather than maximising the opportunity for brief advice to improve weight, diet 
and physical activity. Furthermore, as the advice given was not perceived to affect them, 




“I personally think... when you’ve had the baby, or... during your pregnancy... that more 
advice is given that you don’t need to eat much or you can do this exercise, so where 
Asian people gets that mentality out of their head then, no, it won’t do any harm”   (4c) 
 
“Majority of women need help with their weight, in the sense that, a little bit of advice if 
they want it, then it should be available for them. That would have helped me definitely” 
(5c) 
 
“I would have valued the Health Professional because obviously, they have the evidence-
base, however, the one that influenced me was my family and friends because I didn’t 
have anything else” (4b) 
 
“They just sort-of-said to have a healthy diet just carrying on eating whatever you 
normally eat...when they say have a healthy diet, I’m sure most people don’t actually 
really know what that is” (5b) 
 
“I was actually looking at my folder yesterday... and I had a leaflet about car seats, I 
don’t really need that then, I need things like physical activity, healthy eating” (1b) 
 
“I had no help from Health Professionals although help was asked” (1b validation)  
 
4.2.4.2 Suggestions for improvements 
A range of strategies were highlighted by participants to improve the advice and support 
available. Predominantly, participants valued verbal, rather than written, communications 
which focused on practical, culturally-appropriate advice. An emphasis was also placed on 
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peer- support groups which focused on both the mother and child. It was felt that brief advice 
and support should be provided during and after pregnancy in order to maximise 
opportunities to encourage women to make small changes and capture them when they are 
most amenable to change.     
 
“I think in a discussion initially... and then maybe a leaflet” (4a) 
 
“I think that it should really be there from the beginning, from when they are having their 
initial consultation with the midwife... just for them to have it at the back of their minds”                           
(4b) 
 
“Some women get quite lonely as well so socially it’s good for them, also meeting other 
mothers, exchanging ideas, exchanging thoughts and experiences... and just a chat helps” 
(5c) 
 
4.2.4.3 Role of family and friends 
Compared to HCP, family and friends played a more important role in advising and 
supporting women. However, there was an acknowledgement that advice can be conflicting 
and therefore can be a source of confusion. 
 
“You can get mixed messages from family and friends... they all have their different 
pieces of advice and you don’t know which one is right and which one is wrong” (1a) 
 
“The biggest influence is your family, it’s family that’s telling you and you always believe 
your family” (1b) 
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“You have to follow some of that because that’s your parents’ wishes” (4b) 
 
4.2.4.3.1. Inter-generational differences/ conflict 
There were also inter-generational difference between participants and their elders, which 
could be a source of pressure, conflict and tension.   
 
“Our generation, we tend to be a bit more conscious of these things, but obviously, 
the older generation, they see their ways as the better ways... they don’t have the 
same education, concerning diet and things, it’s a different lifestyle in India” (5b) 
 
“There’s this pressure for you to look like a woman, they don’t want a 30-year old 
woman to be a size 6- you do get a lot of pressure from the family” (1b) 
 
“The hardest bit is that you come from the South Asian community given that there’s 
the extra pressures... family pressure is the hardest one to deal with. If you start 
trying putting your foot down, then you’re the one causing conflict in the family and 
then you become the outsider” (4b) 
 
“It’s hard getting round these old women who think that, you know, it’s got to be that 
way and that’s it... nothing you can say makes you right over them...”  (5c) 
 
4.2.5. Culture 
4.2.5.1. Cultural food and physical activity beliefs 
Participants were sceptical of the food and activity beliefs imposed by their elders during 
pregnancy and early during the post-partum period but felt that these needed to be adhered to, 
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particularly during their first pregnancy. There was also a lack of understanding about what 
some of the cultural foods were and why they were being advised (Table 4.5)   
“I don’t even know what some of the things are, but you’re having it” (1b) 
 
“They say it’s good for the baby I’m not so sure why but because of who we are and where 
our parents come from we had to listen to them...” (4b) 
 
“I definitely would not do that with my second, I would definitely not touch the other things I 
was given” (1b) 
 
 “It’s Asian women who think that you have to eat lots of ghee... they seem to think it you 
don’t have it then you’re not going to produce milk, you’re not going to be alright and you’re 
going to have problems later on which is not the case” (5c) 
 
“The older generation... say don’t do any exercise while you’re carrying the baby” (5b) 
 
“Advised to eat methi/ ghee by elders” (1b validation) 
 
“Encouraged to eat more food high in fat” (4a validation) 
 
“Was told no exercise” (4e validation) 
 





Table 4.5: Culturally recommended food and drinks 
 Food/ Drink Explanation When recommended 
Consume Almond Milk Good fats, folic acids (& other 




Vitamins & minerals Pregnancy 
Coconut water Cooling  Post-partum 
Fruit Child will enjoy fruit Pregnancy 
Hout (Adu) 
Ginger powder 
pregnancy related nausea/ 
vomiting 
Pregnancy 
Milk Cools stomach, vitamins and 
minerals  
Pregnancy 
Onion Strength, replenishment Pregnancy 
Rudla Strength, replenishment Pregnancy 
Spinach Strength, replenishment Pregnancy 
Sheera  Energy, calcium Pregnancy 
Yellow Melon Vitamins and minerals, immune 
system 
Pregnancy 
Chicken  Goodness Towards the end of 
pregnancy 
Gur (sugar) Strength/ Energy Towards the end of 
pregnancy, mainly post 
Methi  Labour, milk flow, recovery, 
strength 
Towards the end of 
pregnancy, mainly post 
Purified butter/ 
ghee  
Strength/ Energy Towards the end of 
pregnancy, mainly post 
Fennel Cleanses, breastfeeding Post-partum 
Halwa  Nourishment Post-partum 
Avoid Certain fruit & 
veg e.g. grapes 





Make baby cold, baby more 
likely to develop asthma 
Pregnancy 
Fizzy drinks “not good for the baby”         
Sugar (& possibly caffeine) 
content, poor nutritional content 
Pregnancy 
Ginger “not good for the baby”   
may affect blood pressure 
Pregnancy 
Papaya “not good for the baby” 
Under-ripe papaya has some 
links with miscarriage 
Pregnancy 




Cucumber Baby more likely to ‘catch cold’ Post-partum 
Yoghurt “not good for the baby”  
‘Cold’ food 
Post-partum 




4.2.5.2. Additional cultural barriers 
The cultural barriers reported are consistent with those documented in the evidence and 
primarily included traditional cooking methods and language. 
 
“I think traditional Indian food tend to be quite oily... we have made a conscious effort of 
using a lot less, although they say it tastes better (with more oil) I don’t necessarily think that 
it does” (5b) 
 
“The way you’re taught Indian cooking is they don’t measure... It’s just sort of a you put a bit 
of this, put a bit of that in and you sort of just cook like that”  (5b) 
 
“I think language can be a barrier... it’s about... providing bi-lingual, multi-lingual workers 
and having information that’s in different languages” (1a) 
 
“Language I think is a massive one because at the end of the day not everyone can be so 
strong in English” (4b) 
 
However, the findings from the participant validation suggest that half of the participants do 
not agree that language is a major barrier, although this may be because they were all fluent 
in English. 
 
4.2.5.3. Religious implications 
Although the participants were not selected on the basis of their religious beliefs, where these 
were raised by the participants and were of interest to the study, they have been highlighted. 
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Primarily comments were made regarding food beliefs (discussed in section 4.2.5.1) and 
breastfeeding duration.  
  
“I hope to breastfeed until the age of two at least and that’s Islamically as well... I am a 
Muslim so we have to breastfeed until the age of two” (1a) 
 






















CHAPTER FIVE: DISCUSSION 
5.1 Summary of the findings 
To date, studies focusing on the health and wellbeing of SA have often been cross-sectional, 
therefore fail to reflect lifestyle changes during important life events, and focus on 
individuals with already established long-term health conditions. However, pregnancy/ 
becoming a parent is a time when lifestyle behaviours may change and weight gain and 
retention may occur (NICE, 2006a). Therefore, this point in the life cycle presents a critical 
opportunity to advice and support SA women, who have a high risk of T2DM at lower BMIs, 
and possibly prevent or delay the onset of such health conditions. Although various studies 
have examined the changes in weight, diet and physical activity from pre-conception to the 
post-partum period, no studies (UK-based or otherwise) have been found which focused on 
SA women specifically. In addition, few have used a qualitative approach which would 
enable the researcher to understand why certain phenomena occur. Therefore, this study 
provides a unique insight into the views and experiences of SA women during a significant 
point in their life course. Developing an understanding of the factors affecting weight during 
this time is vital to reduce health inequalities, prevent ill health and improve health outcomes 
in this group, all of which are essential targets outlined in various recent National reports 
(DoH, 2012a; DoH 2012b; DoH, 2012c).  
It has been suggested that research involving EM should be conducted by researchers who 
share commonality with those being studied. In this study however the researcher did not 
share the same ethnicity as the participants. This has been identified as a potential source of 
bias as the researcher has an ‘outsider’ perspective and therefore may have predetermined 
views about the study group. 
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The data from this study suggested that views and experiences, and hence motivators and 
barriers, to changing weight, diet and physical activity are not static across pregnancy and the 
post-partum period and SA women may face additional barriers to change during this time 
compared to the general population. Furthermore, there appears to be a lack of advice and 
support from healthcare professionals, highlighting and important missed opportunity to 
encourage positive behaviour change and overcome barriers to change in this group. 
Consequently, healthcare provision should be improved, utilising public involvement, to 
ensure need is met (DoH, 2012a).  
 
5.2 Weight, diet and physical activity views and experiences 
In the present study there appeared to be a difference in the views and experiences of weight, 
diet and physical activity changes before, during and after pregnancy. This is in contrast to 
majority of findings within the literature, however these studies varied in their design and 
study group (Verbeke & De Bourdeaudhuijv, 2007; Gardner, et al., 2012) (Appendix A).  
 
5.2.1. Pre-conception weight 
Prior to conception, the participants in this study perceived their weight to be under control 
and therefore its management through diet and physical activity was considered to be 
unimportant. Women tended to “eat whatever” (4e) and “never did any exercise” (5a).  This 
view has important implications for prevention strategies as engaging women who do not 
perceive themselves to be at risk will be difficult. It may also be more challenging to target 
SA women prior to conception as evidence suggests this group may not access healthcare 
equally, may access maternity services later and may not value preventative services (Davey 
Smith, Chaturvedi, Harding, Nazroo & Williams, 2000; Vyas, Haidery, Wiles, Gill, Roberts, 
& Cruickshank, 2003; Szczepura, 2005). However, as obesity rates in the childbearing 
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population continue to rise and as women gain weight with future pregnancies, this 
perception may change. 
 
5.2.2. Pregnancy weight 
The participants viewed pregnancy as a time for weight fluctuation and therefore weight gain 
during pregnancy was viewed as acceptable and uncontrollable. Hence managing weight by 
following a healthy diet and being activity during this time was relatively unimportant and 
achieving and maintaining these behaviours was perceived to be difficult (NICE, 2010). 
  
“I don’t think it was too much of a worry or a concern for me. I knew weight was gonna 
come” (4b) 
 
Although dieting and weight loss would not be recommended during pregnancy, controlling 
GWG and following healthy lifestyle behaviours are important recommendations. It is 
important to make the distinction between the two. 
 
Despite a lack of importance regarding weight control during pregnancy, women viewed their 
GWG differently, for some it was viewed positively as it symbolised the growth of their 
unborn child, for others it was viewed negatively for health reasons, discomfort and concerns 
about PPWR. This may have an association with body size perception (to be discussed in 
section 5.4).  
 
5.2.3. Post-partum weight 
Weight management became more important after pregnancy because “every woman wants 
to lose their weight after pregnancy” (4c). However, there was a perception that GWG would 
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be lost easily following childbirth, which proved not to be the case for most participants and 
this was a concern for future pregnancies. Failure to meet this expectation made women feel 
that weight management after pregnancy was more difficult than their experiences before 
conception and this led to negative views, lower confidence and lower self esteem (Devine, et 
al., 2000). Conversely, as the participants lost weight, these improved. This suggests that if 
women can be supported to lose weight after pregnancy, they may be more likely to make 
diet and physical activity changes and experience benefits in both their health and wellbeing.  
 
There was also a perception that SA women may be at greater risk of GWG, PPWR and 
increased WC, possibly as a result of cultural factors influencing them during and after 
pregnancy. At present there is no other available evidence to prove or disprove this 
perception.  
 
5.2.4. Dietary changes 
Although there is some information regarding cultural food beliefs in the literature, there is 
little focusing on how these impact on women’s food consumption during and after 
pregnancy. However, in this study, cultural food beliefs appeared to be an important factor 
influencing food choice, particularly towards the end of pregnancy and during breastfeeding. 
Participants were actively encouraged by family and friends to increase portion sizes, avoid 
hunger, consume some cultural foods and avoid others and increase their consumption of 
dairy products and full-fat options. Cultural foods were recommended as they were believed 
to fulfil specific functions in the body such as heating/ cooling (Table 4.5). Although, some 
of the recommended foods and eating patterns support dietary recommendations, others do 
not. Increasing consumption of full-fat options is a common misconception that has been 
acknowledged in NICE guidance and other literature but is not recommended in the UK 
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(Rifas-Shiman, Rich-Edwards, Willett, Kleinman, Oken & Gillman, 2006; NICE, 2010). 
Potentially, some of these foods may make a significant contribution towards calories, fat and 
sugar intakes towards the end of pregnancy and early in the post-partum period, possibly until 
the cessation of breastfeeding (Appendix I). Ohlin and Rossner (1994) suggested that short-
term dietary changes made during and after pregnancy were a lesser risk to PPWR than more 
well-established habits. However, it is unclear what impact the relatively brief increased 
intake of culturally recommended foods during and after pregnancy may have in SA women, 
particularly if pregnancies are relatively close together, women have larger families and for 
those suffering from GDM (Gunderson & Abrams, 2000). Despite this, the women in this 
study perceived that their “cultural delights” (4a validation) were partly to blame for their 
GWG and PPWR, therefore this area requires further study.   
 
5.3 Barriers and motivators to change 
SA women may find it difficult to have and maintain a healthy weight, consume a healthy 
balanced diet and be physically active during and after pregnancy. This study identified 
various motivators and barriers to change across pregnancy and during the post-partum 
period. These are summarised in Table 5.1. However, the extent to which these factors 
influenced change is an important consideration. Figure 4.1 demonstrates the perceived 
relative impact of these influences on SA mothers over time. This, along with other dialogue, 








Table 5.1: Summary of the barriers and motivators to change during and after 
pregnancy 
 Pregnancy Post-partum 
Barriers  Appetite (internal) 
 Vulnerability (internal) 
 Fear (internal) 
 Prioritising the baby 
(internal) 
 Morning sickness 
(external) 




 Priorities (internal) 
 Emotional eating (internal) 
 Ease (internal) 
 Breastfeeding (external) 
 Lack of HP advice/support (ex.) 
 Time (external) 
 Dependency/ childcare (external) 
 Expense (external) 
 
Motivators  Prioritising the baby 
(internal) 
 Physical activity (external) 
 Prioritising self (internal) 
 Role/ health of the mother 
(internal) 
 Breastfeeding (external) 
 Reduced dependency (external) 
(after breastfeeding) 
 Weight loss (external) 




A combination of morning sickness and increased appetite made it difficult for women to 
maintain a regular eating pattern and control their calorie intake during pregnancy (Stein & 
Fairburn, 1996; Harris & Ellison, 1997). This can lead to reduced motivation, self-efficacy 
and importance, as these factors are viewed as largely uncontrollable (Warin, et al., 2008). In 
addition, women enjoyed the opportunity to increase their intake and were actively 
encouraged to do so (Warin, et al., 2008). Furthermore, women had been reassured that they 
would lose weight after pregnancy and therefore felt that they did not need to be concerned 
about increasing their intake. It is interesting that older female family members would 
encourage this as many women blame pregnancy for their weight status later in life (Linne, et 
al., 2004; Ludwig, et al., 2011).  
 78 
 
The women in this study reported low levels of physical activity during pregnancy, 
predominantly through fear of harm to the baby and family recommendations, but physical 
limitations and tiredness were also reported, and this was cited as a reason for weight gain 
(although dietary changes were perceived to be a bigger cause). Interestingly, physical 
inactivity was not thought to harm the baby. However, some women in this study used gentle 
exercise as a way to minimise GWG and there was a perception it would help with the birth 
(Mellin-Olsen & Wandel, 2005; Warin, et al., 2008). Physical inactivity is common during 
pregnancy but may be higher in SA women who often have lower levels than the general 
population (Wanless, 2004; Khunti, Stone, Bankart, Sinfield, Talbot, Farooqi, et al., 2007; 
Guelinckx, et al., 2008; Karlsen & Nazroo 2010; Weir, Bush, Robson, McParlin, Rankin & 
Bell, 2010).  
The single most important priority and motivator for the participants during pregnancy was 
their unborn child and women made behavioural changes that they felt would be protective, 
despite a potential risk to their own health. Changes were predominantly made based on 
negative risk perception rather than positive health promotion, possibly because risks were 
perceived to be more immediate and life threatening (to the unborn baby) and this was the 
focus of the advice received (FSA, 2007). Although this strong motivation offers an 
important opportunity to influence change during this time, in this study it led to the adoption 
of unhealthy behaviours due to inaccurate advice.  
 
5.3.2. Post-partum 
In this study, women had a desire to lose weight after pregnancy and were more motivated to 
make changes, but they also faced additional barriers to weight control which lowered their 
confidence and self-efficacy. However, the impact of some barriers appeared to reduce with 
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time. In order to adopt healthy lifestyle behaviours after pregnancy, women will need to be 
supported to overcome these barriers to change and hence increase their self-efficacy.   
Finding the time to eat well and be physically active was the most challenging barrier 
reported by participants.  Women appeared to face an internal conflict between juggling her 
family commitments and her desire to lose weight after pregnancy (Devine, et al., 2000). The 
participants reported other priorities that they perceived to be more important than losing 
weight and felt that ultimately “something has to give” (4b). Therefore, as many women put 
the needs of their family first, with themselves being at the bottom of the hierarchy, they 
found it difficult to justify time away from their family to exercise and if they were to do so 
they felt they would be viewed as selfish and bad mothers (Bush et al, 1997; Jamal, 1998; 
Swanton, 2008; Warin, et al., 2008). This has implications for behaviour change strategies, as 
focusing on an individualised approach may be inappropriate (Warin, et al., 2008). Dietary 
changes were also perceived to have a potential impact on family meals and cost and it was 
felt that this would be unacceptable and difficult to achieve, although some participants had 
successfully implemented some changes (Jamal, 1998; Thomas, 2002; Warin, et al., 2008). It 
is important however to acknowledge the difficulty of managing behaviour changes during 
this time of readjustment into parental roles, additional responsibilities and challenges such as 
lack of sleep, tiredness and changes to household spending (Sarwer, Allison, Gibbons, 
Tuttman Markowitz & Nelson, 2006). This also appears to be more challenging with 
subsequent children. Therefore, first time parents may need slightly different advice and 
support than parents with multiple children. Despite these barriers, the women in this study 
acknowledged the importance of placing themselves at a greater priority and valued 
opportunities to do so, as they were aware of the health risks associated with their ethnicity/ 
culture and the health benefits of change. However these changes had to be acceptable to 
their mothering role and be of benefit to the family.   
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Women also highlighted issues around comforting eating which can be worsened by being at 
home where food is easily accessible (Stein & Fairburn, 1996). Other studies have also 
reported associations between stress and increased food/ calorie intake after pregnancy 
(Hurley, Caulfield, Sacco, Costigan & Dipietro, 2005, cited in Sarwer, et al., 2006; FSA, 
2007). NICE guidance (2010) called for a greater focus on this in research and interventions 
targeting women after pregnancy. 
The benefits of breastfeeding for both mother and child are extensive and well documented. 
However, weight loss is often quoted as a key benefit, although the evidence for this is 
inconsistent (NICE, 2010). The findings from this study support this as participants 
experienced variable weight change whilst breastfeeding. Sarwer, et al. (2003) claim that 
weight loss may be experienced in the first few months when energy requirements are higher 
but following this may only have longer-term benefits if continued for more than 12 months. 
For individuals following a Muslim faith, where breastfeeding is recommended for 24 
months, this may have an advantage (Kocturk, 2002). Although Dewey, Heinig and 
Nommsen (1993) reported that there was not a significant difference between post-partum 
weight at 12 months and 24 months. In addition, the women in this study reported 
breastfeeding to be a barrier to change for fear of affecting milk production and quality, 
experiencing an increased appetite, problems establishing regular eating patterns and 
difficulties concerning the dependency of the child, as women couldn’t exercise whenever 
they wanted and had issues with childcare (Stein & Fairburn, 1996). Therefore, women felt 
that they would wait until they had stopped breastfeeding before making diet and physical 
activity changes (Cuco, et al., 2006; NICE, 2010). However, the evidence suggests that milk 
production and quality are not affected by consuming a healthy balanced diet and undertaking 
regular physical activity (NICE, 2010). Such perceptions may have important implications 
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for weight management interventions during the post-partum period, which are recommended 
within the 12 months following childbirth (NICE, 2010).  
The importance of weight loss after pregnancy led to positive self-reported behaviour 
changes which made women feel that they were “much healthier now” (5c). Notably, the 
importance of diet and physical activity increased alongside that of weight. However, 
although dietary intake was reported to be the main cause of weight gain during pregnancy, 
physical activity was the main focus for weight loss after pregnancy, although barriers such 
as time, childcare, cost and the weather were noted (Ohlin & Rossner, 1994; Fahrenwald & 
Walker, 2003; Sarwer, et al., 2006; Leung & Stanner, 2011). Despite this, it appeared that 
most women failed to meet current recommendation of at least 150 minutes of moderate-
intensity physical activity per week (Higgins, 2008; DoH, 2011b). Nevertheless, the findings 
suggest that weight management may be an important motivator to diet and physical activity 
change in this group and that interventions during the post-partum period may be more 
successful when the child had less reliance on the mother and women are able to prioritise 
their needs to a greater extent (Ohlin & Rossner, 1994). 
These findings, supported by the evidence base, suggest that women face similar barriers and 
motivators to change during and after pregnancy as the general population. However, there 
appears to be additional cultural and religious factors influencing SA women. This provides 
both opportunities and challenges to influence change in this group.   
 
5.4 The role of family and friends 
The role of the family and friends is extremely important during and after pregnancy, 
particularly for SA women. In this study and elsewhere, advice from family and friends were 
more influential on lifestyle behaviours and behaviour changes during and after pregnancy 
than advice from HCP (Caplan, 1997). This may be because advice from family and friends 
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was perceived to be more tailored to their needs, were communicated verbally (which women 
expressed a preference for) and support was readily available (Greenhalgh, et al., 1998; FSA, 
2007; Verbeke & De Bourdeaudhuijv, 2007). However, participants also experienced more 
pressure to make suggested changes when advice came from family members.  
The family also played an important role in the consumption of culturally recommended 
foods during and after pregnancy (as previously discussed in section 5.2.4). This is reflected 
in this study as participants with family living nearby (predominantly second generation) 
discussed these issues in greater depth than participants with less local family support. 
Participants reported consuming or avoiding certain cultural foods but on some occasions 
were unable to explain the reason for this (Table 4.5). This suggests that women do not need 
to have a thorough understanding of the reasoning behind this advice to follow it (Bradby, in 
Caplan, 1997). In addition, the participants felt that they needed to adhere to this advice, 
particularly during their first pregnancy, despite their scepticism (Bradby in Caplan, 1997; 
Thomas, 2002). This is likely to be due to their perceived vulnerability and cultural and social 
norms. 
It was reported that the food and activity beliefs imposed by elders can be a source of 
confusion, pressure, inter-generational conflict and tension for SA mothers, with participants 
claiming they followed this advice to “keep everyone happy” (1b) despite their own personal 
views. Consequently, there would have to be a strong reason for women to go against and 
challenge the advice of close family and risk causing offence (Bradby, in Caplan, 1997). In 
addition, women wanted to trust their family who were perceived to be more experienced and 
knowledgeable when it came to pregnancy and motherhood and as women didn’t want to risk 
the health of their child, the compromise seemed worthwhile. However, women claimed that 
once they had experienced the transition into motherhood, they may not or had not followed 
all of this advice with future pregnancies and were able to “follow your instincts” (5b), which 
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suggests there is either more confidence in challenging this advice or less family pressure to 
conform with future pregnancies.  
Women also described pressure from the family not to lose weight after pregnancy due to 
cultural perceptions of body size and shape associated with becoming a mother. This is in 
contrast to be cultural ideals of the mainstream population. In addition, studies assessing 
body size perception have failed to investigate the impact of pregnancy, which is a crucial 
time for weight and shape change. However, the findings from this study suggest that this 
should be explored further. 
 
5.5 Healthcare professional advice and support 
Although family and friends provide essential support for women during and after pregnancy 
and this should be acknowledged and utilised, it is also important to recognise that the advice 
they provide may be inaccurate (NICE, 2010). Therefore, it is important for HCP not to miss 
the opportunity to provide advice and support regarding weight, diet and physical activity 
throughout the patient pathway (NICE, 2010, Royal College of Physicians, 2010; Smith & 
Lavender, 2011). This is important as evidence from this study and elsewhere suggests that 
women are receptive to health messages during and after pregnancy, particularly during the 
post-partum period and in their first pregnancy, and consequently are more motivated to 
make behaviour changes (Ohlin & Rossner, 1994; Anderson, 2001; Olsen, 2005). In addition, 
studies suggest that advice given during this time may help to reduce inadequate GWG and 
PPWR, although evidence is conflicting (Ohlin & Rossner, 1994; Brawarsky, Stotland, 
Jackson, Fuentes-Afflick, Escobar, Rubashkin, et al., 2005; NICE, 2010). 
Advice provided by HCP must be consistent, up-to-date and tailored to the needs of the 
individual, acknowledging the impact of their culture and family roles (Greenhalgh, et al., 
1998; Brawarsky, et al., 2005; NICE 2010). However, the findings from this study, and 
 84 
 
others, suggests that there is a lack of advice and support given to women during and after 
pregnancy and advice that was given was often vague, uninformative and inconsistent and 
therefore does not reflect current guidance (FSA, 2007; Prosser, 2011; Smith & Lavender, 
2011; Brown & Avery, 2012; Coates, 2012). A lack of consistency has led to the perception 
that “every time it seems to change” (1a) (Moore, Adamson, Gill & Waine, 2000). In 
addition, participants identified that nutritional advice (written or verbal) from HCP focused 
on food avoidance and neglected to promote healthy eating patterns or weight management 
(Guelinckx, et al., 2008; Smith & Lavender, 2011; Brown & Avery, 2012). Furthermore, 
participants felt that there was a lack of time available to discuss these issues and that their 
health was largely neglected unless it impacted on the child’s (Prosser, 2011; Coates, 2012). 
In a study by Brown and Avery (2012) such feelings led to anxiety and consequently patients 
lost trust in their HCP. These factors appear to be important barriers to changing lifestyle 
behaviours in this group (Coates, 2012). Most importantly, participants in this study reported 
that that would have valued this advice and support and felt that it would have helped to 
minimise family/ cultural pressure. This is clearly an important missed opportunity, however 
it does highlight that HCP are viewed as an important source of information and advice to 
this group (Greenhalgh, et al., 1998; NICE, 2010, RCP, 2010).  
Evidence suggests that the lack of advice and support provided by HCP may be due to a lack 
of skills or confidence in raising the issue of weight sensitively, a lack of knowledge 
regarding what advice to give and how to tailor this appropriately, time constraints and 
language barriers (Bush et al 1997; McLean & Campbell, 2003; Nazroo, 2003; NICE, 2010; 
RCP, 2010; Leung & Stanner, 2011; Smith & Lavender, 2011). However, overcoming these 
communication difficulties is vital to reduce inequalities and combat obesity. Although, this 
can be difficult when there is a  lack of evidence-based UK guidelines for appropriate GWG 
or definitions of overweight and obesity for EM women (NICE, 2010). Chowdhury, et al., 
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(2000) recommends that HCP working with ethnic groups should receive training to become 
culturally competent. NICE (2010) and RCP (2010) also acknowledge the need for more 
training in weight management for those working in maternity services. There is currently a 
systematic review in progress examining interventions which improve the weight 
management support provided by maternity services to obese women (Heslehurst, Crowe, 
Robalino, McColl, Rankin & Sniehotta, unpublished). 
The participants in this study could not identify the best time to begin to manage their weight 
and suggested that information and support be available throughout pregnancy and during the 
post-partum period (Anderson, 2001). Therefore, it is recommended that HCP signpost 
patients to reputable, evidence-based information sources for extra support to help manage 
their weight, diet and physical activity during and after pregnancy, even if they are not ready 
to make behaviour changes, as this may influence future action (Anderson, 2001; NICE, 
2010) (Appendix J). Women requiring additional advice and support should be referred into 
suitable community services (NICE, 2010).  
 
5.6. Limitations 
5.6.1 Research design 
The methodology used within this study has numerous advantages and disadvantages. The 
approach was effective as it allowed participants’ to freely express their opinions and discuss 
their personal views and experiences in detail. This enabled a more in-depth narrative to be 
produced which reflects the participants ‘lived experience’ and hence allowed the aims and 
objectives of the study to be met. Another methodology that could have been used was focus 
groups however it was felt that individual interviews would be more appropriate. The reasons 
for this are: concerns regarding the possible sensitive nature of some of the topics and/ or 
questions which may result in participants feeling unable to discuss their true opinion in a 
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group setting; small sample size and obtaining adequate numbers for a successful focus 
group; accommodating language barriers; difficulties with transcription. In addition, 
experiences of pregnancy and motherhood can vary and as this study aims to assess an 
individuals’ personal account of their experience it is important that it is not overshadowed 
by others and answers should be able to be explored further. All attempts were made to 
ensure the study was completed to as high a standard as possible considering the restrictions 
imposed by the study design and the limited time and funds available, due to being an MSc 
project. However, various limitations must be considered, such as sample bias, researcher 
bias, validity and reliability. 
 
5.6.2 Sample bias 
5.6.2.1 Sample size  
Bias may arise from the study population as the sample size was limited (due to the nature of 
the research methodology and time and resource limitations due to this being a piece of 
student research), the participants were self-selected (i.e. non-probability sampling techniques 
were used) and the participants were recruited from a confined demographic (i.e. from SA 
communities in Bolton). Therefore, as the sample may not be truly representative of the 
population that they represent and the issues and theories discussed are only significant to this 
group of individuals in this specific situation, the data cannot be generalised to the entire 
population. 
 
5.6.2.2 Inclusion criteria 
Although the term SA refers to individuals from a range of backgrounds, and this is important 
to control for when undertaking research, the narrow target group (women with a child under 
24 months) made it difficult to restrict the study to specific ethnicities, religions and 
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birthplaces and, given the sample size, it is difficult to consider these groups separately in the 
analysis (Gallegos & Nasim, 2011). However, where relevant, distinctions were made 
between different religious, ethnic and migrant groups (Wyke & Landman, 1997). To 
improve the reproducibility of the findings, it would have been preferable to restrict the 
sample to a specific ethnic group, e.g. second generation Indian Muslims and women with 
only one child or to have a large enough sample for comparisons to be made between groups.  
The original inclusion criteria for this study were changed early during the recruitment as 
significant barriers to participation were highlighted by the study group. This was primarily 
due to a severely limited evidence-base informing the design of the study. This is an 
important consideration for future research. 
 
5.6.2.3 Recruitment bias 
The challenges of recruiting from EM groups are well documented. The researcher identified 
some challenges associated with recruitment in this study. Firstly, the majority of participants 
were recruited face-to-face or through social networks. Those that were not recruited in this 
way were required to contact the researcher directly if they wished to take-part, which may 
have acted as a significant barrier. Time factors may have influenced participation and there 
may also have been an important language barrier. Although an interpreter would have been 
made available to explain all written communications and for all verbal communications, 
primarily the interview process, there were insufficient funds available to produce marketing 
materials in different languages and face-to-face recruitment and initial discussions with 
potential non-English speaking participants would have been difficult. Due to the nature of 
the study with the relatively small numbers and typically UK-born South Asians, it was 
anticipated that the need for a translator would be rare. A translator was not used for any of 
the interviews. This may have biased the sample as all of the participants were English-
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speaking. Those who do not speak English may face additional barriers which consequently 
have not been identified in this research. However, had a translator been used this would have 
introduced bias from the linguistic validity of the transcription. 
 
5.6.2.4 Demographic data  
Demographic data was not collected on socioeconomic status, educational attainment, 
household structure and, for 1st generation participants, length of stay in the UK. This 
information may have been useful when analysing the data. However, it was felt that 
collecting this data may have affected the candid nature of the responses given, although this 
could have been overcome by collecting the data after the interview with a clause to retract 
the data if preferred.   
 
5.6.2.5 Recall bias  
As women were asked to discuss their views and experiences from pre-conception, across 
pregnancy and up to 24 months after childbirth, this may have resulted in recall bias. 
However, it could be argued that the participants’ perceptions at this point are still valid. In 
addition, ‘Callmer, et al., (1985) suggest that eating habits are better recalled in connection 
with pregnancy than during other periods of life’ (cited in Ohlin & Rossner, 1994, p. 466).   
 
5.6.3 Researcher bias  
Researchers play a key role in the research process and therefore may cause bias at any point 
(Fade & Swift, 2010). The researchers’ role in each step of the research process are 






Recruitment may have been influenced by the researcher in numerous ways. Firstly, the 
researcher was employed by Bolton NHS Foundation Trust at the time of the interviews and 
due to the importance of utilising social networks to engage with potential participants, the 
researcher had previously had a professional relationship with some of the participants. 
Therefore, the researcher’s ‘positionality’ may have influenced their decision to take-part 
(Das, 2010, p.17). In addition, the researcher was from a different ethnic background than the 
participants and therefore lacked commonality with the study group. Some studies suggest 
that ethnicity can act as a barrier to taking part in research (McClean & Campbell, 2003). 
Bhopal claims that ‘our ability to listen and our ability to interpret are influenced by our 
background, our gender, ‘race’, age, class and sexuality’ (p. 282) and argues the importance 
of a ‘shared reality’ (p. 284) to engage with EM women (Bhopal, 2001). However, an 
individuals’ identity is determined through a range of complex and inter-relating factors, 
therefore it would be extremely difficult to achieve complete homogeneity with the 
researcher and it is questionable whether the researcher would then have complete 
objectivity. In addition, it could be argued that the researchers’ positionality will ultimately 
change their relationship with the participants, even if they share some commonality 
(Kennedy, Ubido, Elhassan, Price & Sephton, 1999). Furthermore, as numerous national 
reports have highlighted the importance of including more EM groups in research and 
interventions and developing the cultural competence of HCP, it is important that researchers 
do not avoid undertaking research with EM groups simply because they do not share 
commonality with the participants. This is supported by Das (2010) who claimed that 
‘gaining trust is in fact more important in research with minority groups than matching 
ethnicities’ (p. 10). This is particularly important as the ethnic composition, locally and 
nationally, is regularly changing and subsequently the NHS needs to continually adapt to 
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meet the new and developing health needs of the population (Szczepura, 2011). However, it 
is important to acknowledge that the ethnicity of the researcher may have acted a barrier to 
recruitment in this case and the sample may have reflected this. 
 
5.6.3.2 Data collection 
During the interview process, the interaction between the researcher and participant may lead 
to the development of information which may not have come to light otherwise (Fade & 
Swift, 2010). It has been argued by Fade (2004) that this is integral to qualitative research and 
is not a source of bias which needs to be removed or reduced. However, it is important to 
acknowledge the potential limitations of researcher bias during the data collection. For 
example, the researcher may make assumptions or use issues highlighted by others to 
influence the course of the interview. In addition, when participants’ are resistant or their 
answers are too vague, this may unavoidably lead to further questioning and consequently 
increased the potential for inadvertent leading of the question or insufficient probing to obtain 
enough detail. Furthermore, a perceived power relationship between the researcher and 
participants may have influenced the data obtained, for example, participants may have 
provided information that they perceived to be accurate or acceptable rather than their true 
attitudes and beliefs. However, Grenz (2005) suggested that ‘power is fluid and is not 
possessed by anybody,  it is shaped by the different positions that researcher and researched 
take within the research encounter which subsequently shapes the data and outcomes of the 
study’ (cited in Daz, 2010, p.16-17). Despite the researchers’ attempts to minimise the effect 
of these issues some level of bias may be encountered. However, this was minimised by 






Transforming audio-recordings into written accounts can be problematic. There were some 
difficulties experienced by the researcher during the transcription in relation to accuracy and 
interpretation. As outlined in Fade and Swift (2010), it is difficult to transcribe and interpret 
accents, verbal slips such as ‘er’, meaningless common sayings such as ‘d’ya know what I 
mean?’, interconnecting speech and non-verbal cues, such as pauses. On some occasions it 
was difficult to recognise exactly what was being said in the interview, resulting in some data 
being omitted from the narrative. Therefore, some of the information may lack detail and 
some vital data may have been missed. However, this was minimised, and hence accuracy 
improved, by having only one researcher completing the transcription. Furthermore, the 
transcripts were reviewed several times to ensure consistency (Fade & Swift, 2010). 
 
5.6.3.4 Data analysis 
Researcher bias may occur during the data analysis as it is subjective and dependent on their 
interpretation of the data (Fade & Swift, 2010). This can be reduced by assuring validity and 
reliability and clearly outlining the analytical process (to be discussed in section 5.6.3.4.1).  
 
5.6.3.4.1 Validity and reliability 
Qualitative research has less credibility than quantitative research as it is thought to be less 
objective due to a lack of robust statistical measures. Therefore, ensuring validity and 
reliability is of vital importance. However, ensuring validity and reliability in qualitative 
research can be challenging as all methods have limitations, although conclusions can be 
strengthened if triangulation is used. Triangulation involves applying multiple methods, 
sources or analysts to the data (Harris, et al., 2009). Due to the nature of the study, this was 
difficult to achieve, therefore, the validity and inter-rater reliability will be compromised 
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(Lewis & Ritchie, 2003). However, Mays and Pope (2000) claim that triangulation ‘is 
controversial as a genuine test of validity because it assumes that any weaknesses in one 
method will be compensated by strengths in another’ (p. 51). Other validation methods were 
used in this study, primarily respondent validation (which is regarded as the most robust 
credibility assessment), comparison with other studies and theories (to identify similarities 
and differences) and a detailed systematic description of the analytical process has been 
provided to aid repeatability (Mays & Pope, 2000; Harris, et al., 2009) (Appendix ). 
However, respondent validation does have limitations in that participants’ may not 
necessarily agree with conclusions made on the data as a whole (Mays & Pope, 2000). In this 
study, participants agreed with 82.3% of the findings, on average.  
 
5.7 Recommendations 
It must be acknowledged that the findings from this study are in the initial explanatory stage. 
Therefore further work and probing is necessary to gain a deeper insight into these complex 




There is a wide-spread consensus that the evidence of effectiveness of interventions aimed at 
both SA and women before, during and after pregnancy (particularly those who are 
overweight and obese) is lacking (Thomas, 2002; NICE, 2010; Leung & Stanner, 2011; 
Smith & Lavender, 2011). This has implications for commissioners, policy makers, 
healthcare professionals, service users and the general public. The evidence from this study, 
supported by the literature, recommends that interventions to improve the diet, physical 
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activity and weight status of SA women during and after pregnancy would benefit from the 
following: 
























 Involve the target group in the design, implementation and evaluation of interventions 
to understand their needs, reduce inequalities and ensure cultural appropriateness 
 
 Target women and their families and tailor to their needs (acknowledging that these 
may differ during and after pregnancy) 
 
 Be cost effective and sustainable 
 
 Deliver in a less formal, community-based, supportive environment 
 
 Be multi-component: incorporating dietary, physical activity, behaviour change and 
motivational components 
 
 Use link/ community workers, local people and/ or bilingual healthcare professionals  
 
 Target women within 12 months after childbirth (although advice and support should 
be provided throughout, particularly during the first pregnancy) 
 
 Provide high-quality, up-to-date, evidence-based verbal and written advice during and 
after pregnancy (where possible these should be available in different languages) 
 
 Utilise opportunities to highlight the importance of being a healthy weight, consuming 
a healthy diet and being physically active (for both themselves and the family) 
 
 Co-ordinate with other areas of healthcare to ensure consistency 
 
 Reinforce and build on pre-existing positive beliefs, values, attitudes and behaviours 
 
 Consider innovative strategies to overcome potential barriers, such as time  
 
(Greenhalgh, et al., 1998; Coates, Bowen, Kristal, Feng, Oberman, Dallas Hall, et al., 
1999; Thomas, 2002; McLean & Campbell, 2003; Vyas, et al., 2003; BNF, 2004; FSA, 
2005; Lawton, Ahmed, Hanna, Douglas & Hallowell, 2006; Sarwer, et al., 2006; 
Guelinckx, et al., 2008; NICE, 2008; Netto, Bhopal, Lederle, Khatoon & Jackson., 2010; 
NICE, 2010; Leung & Stanner, 2011; NOO, 2011; Smith & Lavender, 2011; Szczepura, 
2011; Prosser, 2011; Zeh, Sandhu, Cannaby & Sturt, 2012; DoH, 2013c).  
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5.7.2 Future research 
Various questions were raised from the findings of this study and consequently areas of 
future research in the context of obesity, EM and pregnancy have been identified as follows: 
 Weight gain and retention associated with pregnancy in SA women 
 Similarities and differences in the views and experiences of weight, diet and physical 
activity changes in women from different ethnic backgrounds during and after 
pregnancy 
 Views and experiences of weight, diet and physical activity changes in women with 
GDM during and after pregnancy, particularly those from different ethnic 
backgrounds  
 The impact of culturally recommended foods on the nutritional quality of the diet 
during and after pregnancy and the potential impact on long-term weight status and 
health outcomes 
 Cultural body size perceptions associated with pregnancy and motherhood 
 The association between comfort eating and PPWR 
 The effectiveness of weight, diet and physical activity interventions targeting SA 
women during and after pregnancy 
 The effectiveness of weight, diet and physical activity training targeting HCP 
working in maternity services 








CHAPTER SIX: CONCLUSION 
 
The findings from this study helped to develop an understanding of the factors influencing 
SA women during and after pregnancy. The findings suggested that views and experiences, 
and hence motivators and barriers, to weight, diet and physical activity changes are not static 
across pregnancy and the post-partum period. Prior to conception, women felt in control of 
their weight and therefore following a healthy lifestyle was of little importance. Pregnancy 
was viewed as a difficult time for managing weight, consuming a healthy diet and being 
physically active due to tiredness, morning sickness and increased appetite. Conversely, the 
post-partum period was an important time for positive behaviour changes but women also 
faced significant barriers to change during this time, particularly when breastfeeding. 
However, change was more likely if it was acceptable to the mothering role and was of 
benefit to the family. Although it appears that SA women face similar barriers and motivators 
to change during and after pregnancy as the general population, there may be additional 
cultural and religious factors influencing them. Family members were an important source of 
advice and support but advice was often inconsistent with diet and physical activity 
recommendations and could be a source of conflict and confusion. There was however a lack 
of evidence-based advice and support from HCP, highlighting an important missed 
opportunity to encourage positive behaviour change and overcome barriers to change in this 
group. Maternity services which aim to advise and support SA women in the areas of weight, 
diet and physical activity during and after pregnancy must consider the factors influencing 
them during this time. However, HCP may require more training in order to do this. It is also 
important for HCP to guide and facilitate rather than lead and direct change as individuals 
often know what to do; “the main thing is having healthy food, look after yourself, don’t 
forget yourself and... if you’re not happy... try to change” (4g); but may need support to 
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implement this; “it’s difficult but with the right help and support it can be easy” (4e 
validation). The findings from this study suggest that SA women may benefit from peer-led, 
community-based weight management interventions during the post-partum period, which 
focus on both the mother and the child. Although this study provides a unique insight into the 
factors influencing SA women during a critical point in the life cycle, further work is 
essential to extend the evidence-base in this field and develop effective interventions to 
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Transcript                  Participant 5C 
 
10 
Researcher  Participant  (Participant non‐verbal cues)    increase in volume  
That you’re not feeling as restricted now 1 
Yeah, because it’s horrible, no, no 2 
And then just from your point of view, do you think there’s any improvements that could be made 3 
to services that, you know, support new Mums around their weight, their diet or exercise? 4 
I think like we’ve said, I think more advice while they’re pregnant, definitely, sending women to like 5 
these groups, even if they’re not overweight, just giving them that and, it, it’s socially, it, like some 6 
women get quite lonely as well so socially it’s good for them, also meeting other mothers, 7 
exchanging ideas, exchanging thoughts and experiences, having a cup of tea and just a chat about, 8 
er, helps, you know, definitely, and even afterwards having groups available for those who want to 9 
go and get help with weight loss, yeah definitely 10 
Cos I think as well, erm, some people have said that as their children get older they start realising 11 
how much of a role model they are and then they start questioning themselves so, like you say, if 12 
you can get that information earlier on, whether you’re overweight or not, it will still play a part 13 
further down the line won’t it, so it will come in handy. 14 
Cos I think all women who’ve had, er, a child, majority of women need help with their weight, in the 15 
sense that, a little bit of advice if they want it, then it should be available for them. That would have 16 
helped me definitely. 17 
Brilliant, so you would have benefitted from something like that? 18 
Yeah 19 
So do you think there is a gap there at the moment, that there isn’t that service available? Cos that 20 
was something we were hoping to do and then another suggestion that somebody made was, 21 
erm, maybe a cookbook of some kind that if people were, if it was suggested that they have 22 
certain foods, erm, culturally, that they can still have them but there’s a cookbook that shows how 23 
you can make them healthier  24 
Yeah, without like putting the five cups of butter in, like a little bit 25 
Yeah, where they still taste similar but it’s a little bit healthier. Do you think that would benefit 26 
some people as well? 27 
Yeah, that’s a good idea, that’s a good idea as well, erm, yeah, cos it’s hard getting round these old 28 
women who think that, you know, it’s got to be that way and that’s it  29 
And then is there anything else that we haven’t mentioned that you wanted to mention? 30 
(Pause) No 31 
Brilliant, thank you very much. 32 
                            33 
              34 
During a discussion after the interview had finished the patient mentioned that she had a fennel 35 
drink during breastfeeding to cleanse and detox the system. It was also reported that during the first 36 
pregnancy there is much more worry compared to subsequent pregnancies.  37 
